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one businessman has epilepsy... even his colleagues 
need not know—if his seizures are adequately controlled 


With proper medication, epileptics may achieve success in a wide variety of professions.’ 


for improved seizure control 


® SODIUM KAPSEALS®... OUtstandingly effective in grand'mal and psychomotor seiz- 

D [ A N TI K ures: “DILANTIN is an effective anticonvulsant which is useful in controlling 
epileptic attacks of any type with the exception of idiopathic petit mal.’’? “It 

[DILANTIN] is one of the few useful anticonvulsants in which oversedation is not a common problem when 


full therapeutic doses are employed.’’? DILANTIN Sodium (diphenylhydantoin sodium, Parke-Davis) is avail- 
able in several forms, including Kapseals of 0.03 Gm. and of 0.1 Gm., in bottles of 100 and 1,000. 


other members of THE PARKE-DAVIS FAMILY OF ANTICONVULSANTS 
for grand mal and psychomotor seizures: PHELANTIN® Kapseals (Dilantin 100 mg., phenobarbital 30 mg., 
desoxyephedrine hydrochloride 2.5 mg.), bottles of 100. for the petit mal triad: MILONTIN® Kapseals (phen- 
suximide, Parke-Davis) 0.5 Gm., bottles of 100 and 1,000; Suspension, 250 mg. per 4 cc., 16-ounce bottles 
¢ CELONTIN® Kapseals (methsuximide, Parke-Davis) 0.3 Gm., bottles of 100. 

LITERATURE SUPPLYING DETAILS OF DOSAGE AND ADMINISTRATION AVAILABLE ON REQUEST. 
(1) Abraham, W, in Green, J. R., & Steelman, H. F:: Epileptic Seizures, Baltimore, Williams & Wilkins Company, 
1956, p. 132. (2) Crawley, J. W.: M. Clin. North America 42:317 (March) 1958. (3) Bray, P. F:: Pediatrics 23:151, 1959. 
PARKE, DAVIS & COMPANY y 
Detroit 32, Michigan 27660 
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CLINICAL REMISSION 
A“PROBLEM” ARTHRITIC 


n “escaping” rheumatoid arthritis. After gradually “escaping” the ther- 
=o effects of other steroids, a 52-year-old accountant with ar- 
thritis for five years was started on Decapron, 1 mg. /day. Ten months 
later, still on the same dosage of Decapron, weight remains constant, 
she has lost no time from work, and has had no untoward effects. She 
is in clinical remission.* 


New convenient b.i.d. alternate dosage schedule: the degree and extent of relief provided by 
DECADRON aliows for b.i.d. maintenance dosage in many patients with so-called “‘chronic”’ condi- 
tions. Acute manifestations should first be brought under control with a t.i.d. or q.i.d. schedule. 


Supplied: As 0.75 mg. and 0.5 mg. scored, pentagon-shaped tablets in bottles of 100. Also available 
as Injection DECADRON Phosphate. Additional information on DECADRON is available to physicians 
on request. DECADRON is a trademark of Merck & Co., Inc. 


*From a clinical investigator's report to Merck Sharp & Dohme. 


Dexamethasone 


TREATS MORE PATIENTS MORE EFFECTIVELY _ few 


&p MERCK SHARP & DOHME « Division of Merck & Co., Inc., West Point, Pa; 
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ADVERTISEMENTS 


Rautrax-N lowers high blood pressure gently, 
gradually ... protects against sharp fluctuations 
in the normal pressure swing. Rautrax-N com- 
bines Raudixin, the cornerstone of antihyperten- 
sive therapy, with Naturetin, the new, safer 
diuretic-antihypertensive agent. The comple- 
mentary action of the components permits a 
lower dose of each thus reducing the incidence 
of side effects. The result: Maximum effective- 
ness, minimal dosage, enhanced safety. Rautrax-N 
also contains potassium chloride — for added 

rotection against possible potassium depletion 

luring maintenance therapy. 

2 


Supply: Rautrax-N — capsule-shaped tablets — 
50 mg. Raudixin, 4 mg. Naturetin, and 400 mg. 
potassium chloride. Rautrax-N Modified —cap- 
sule-sha tablets—50 mg. Raudixin, 2 mg. 
Naturetin, and 400 mg. potassium chloride. For 
complete information write Squibb, 745 Fifth 
Avenue, New York 22, N. Y. 


and Benzydroflumethiazide (*Naturetin) with @ctassium Chloride 


to 
contain 
the 
bacteria-prone 
cold 


ADVERTISEMENTS 


(Triacetyloleandomycin, Triaminic® and Calurin®) 


inner 
protection 


safe antibiosis 

Triacetyloleandomycin, equivalent to oleandomycin 
125 mg. This is the URI antibiotic, clinically effective 
against certain antibiotic-resistant organisms. 


fast decongestion 


Triaminic®, 25 mg., three active components stop run- 
ning noses. Relief starts in minutes, lasts for hours. 


well-tolerated analgesia 


Calurin®, calcium acetylsalicylate carbamide equivalent 
to aspirin 300 mg. This is the freely-soluble calcium 
aspirin that minimizes local irritation, chemical erosion, 
gastric damage. High, fast blood levels. 


TAIN brings quick, symptomatic relief of the common 
cold (malaise, headache, muscular cramps, aches and 
pains) especially when susceptible organisms are likely 
to cause secondary infection, Usual adult dose is 2 Inlay- 
Tabs, q.i.d. In bottles of 50. B only. Remember, to con- 
tain the bacteria-prone cold... TAIN. 


SMITH-DORSEY - LINCOLN, NEBRASKA 
a division of The Wander Company 
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ADVERTISEMENTS 


IN ACNE 
smooth 

the skin 
cheer 
the patient 


Use of pHisoHex for washing the skin aug- 
ments any other therapy for acne — brings 
better results. Now, pHisoAc Cream, a new 
acne remedy for topical application, sup- 
presses and masks lesions — dries, peels and 
degerms the skin. Together, pHisoHex and 
pHisoAc provide basic complementary topical 
therapy for acne. 

pHisoHex, antibacterial detergent with 3 per 
cent hexachlorophene, removes soil and oil 
better than soap — provides continuous de- 
germing action when used often. pHisoHex is 
nonalkaline, nonirritating and hypoallergenic. 


When pHisoAc Cream is used with pHisoHex 
washings, it unplugs follicles, helps prevent 


trademark 


pHisoHex’ and pHisoAc for acne 


development of comedones, pustules and 
scarring. New pHisoAc Cream is flesh-toned, 
not greasy. It contains colloidal sulfur 6 per 
cent, resorcinol 1.5 per cent, and hexachloro- 
phene 0.3 per cent in a specially prepared 
base. pHisoAc is pleasant to use. 

A new “‘self-help’ booklet, Teen-aged? Have 
acne? Feel lonely?, gives important psycho- 
logic first aid for patients with acne and 
describes the proper use of pHisoHex and 
pHisoAc. Ask your Winthrop representative 
for copies. 


pHisoAc is available in 114 oz. tubes and 
pHisoHex is available in 5 oz. plastic squeeze 
bottles and in bottles of 16 oz. 
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LABORATORIES 


New York 18, N. Y. 
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for bacterial pneumonias 


The Original Tetracycline Phosphate Complex U.S. PAT. NO. 2,791,609 


effective control of pathogens...with an unsurpassed record of safety and tolerance 


SUPPLY: TETREX Capsules—tetracycline phosphate 
complex—each equivalent to 250 mg. tetracycline HC? 
activity. Bottles of 16 and 100. 

TETREX Syrup—tetracycline (ammonium polyphosphate 
buffered) syrup—equivalent to 125 mg. tetracycline HCI 
activity per 5 ml. teaspoonful. Bottles of 2 fl. oz. and 1 pint. 


BRISTOL LABORATORIES, SYRACUSE, NEW YORK \{ BRISTOL 
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...for the tense and nervous patient 


Despite the introduction in recent years of “new and different” tranquil- 
izers, Miltown continues, quietly and steadfastly, to gain in acceptance. 
Meprobamate (Miltown) is prescribed by the medical profession more than 
any other tranquilizer in the world. 


The reasons are not hard to find. Miltown is a known drug. Its few side 
effects have been fully reported. There are no surprises in store for either 
the patient or the physician. 
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clinical use... 


Proven 


in more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


simple dosage schedule produces rapid, reliable 
1 tranquilization without unpredictable excitation 


no cumulative effects, thus no need for difficult 
dosage readjustments 


does not produce ataxia, change in appetite or libido 


does not produce depression, Parkinson-like symptoms, 
jaundice or agranulocytosis 


does not impair mental efficiency or normal behavior 


Miltown 


meprobamate (Wallace) 


& 


Usual dosage: One or two 400 mg. tablets t.i.d. 
Supplied: 400 mg. scored tablets, 200 mg. sugar-coated tablets; 
or as MEPROTABS*—400 mg. unmarked, coated tablets. 


WALLACE LABORATORIES / Cranbury, N. J. 
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12 ADVERTISEMENTS 


disorders, an anti-inflammatory effect __ 
more potent than that provided by aspirin 
is often desirable to hasten recovery 
and get the patient back to work. 
By combining the anti-inflammatory : 
action of prednisone and phenylbutazone, 
Sterazolidin brings about exceptionally E 
rapid resolution of inflammation with relie 
f symptoms and restoration of function 
= : ince Sterazolidin is effective in low 
osage, the possibility of significant 
ypercortisonism, even in long-term 
herapy, is substantially reduced, — 


\ aluminum hydroxide gel 100 mg; magnesium 
trisilicate 150 mg.; and homatropine methylbromide 1.25 
Botties of 100 capauies. 


Geigy, Ardsley, New York 


proves ina¢ equate 
|. sn in the more transient rheumatic 
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“Sometimes, 
when I have 


a running nose, 
I'd like to 
clear it with 


TRIAMINIC?® — 


just to check out 
that systemic 
absorption business. 


Reaches all nasal 
and paranasal 
membranes, huh?” 


...and for humans You can’t reach the entire nasal and paranasal mucosa by putting 

, medication in a man’s nostrils — any more than you could by trying to 

with pour it down an elephant’s trunk. TRIAMINIC, by contrast, reaches all 

RUNNING NOSES... respiratory membranes systemically to provide more effective, longer- 


lasting relief. And TRIAMINIC avoids topical medication hazards such 
as ciliary inhibition, rebound congestion, and “nose drop addiction.” 
Indications: nasal and paranasal congestion, sinusitis, postnasal drip, 
upper respiratory allergy. 


Relief is prompt and prolonged Each Triaminic timed-release Tablet provides: 

because of this special timed-release action: Phenylpropanolamine HCl .............. 50 mg. 
Pheniramine maleate.................... 25 mg. 
Pyrilamine maleate: 25 mg. 


Dosage: 1 tablet in the morning, midafternoon and at bedtime. 


first—th 1 
saga ca In postnasal drip, 1 tablet at bedtime is usually sufficient. 


dissolves within 
minutes to produce Each timed-release Triaminic Juvelet® provides: 

% the formulation of the Triaminic Tablet. 

then—+the core Dosage: 1 Juvelet in the morning, midafternoon and at bedtime. 


peg» = pom Each tsp. (5 ml.) of Triaminie Syrup provides: 


hours of relief % the formulation of the Triaminic Tablet. 
: Dosage (to be administered every 3 or 4 hours): 
Adults —1 or 2 tsp.; Children 6 to 12—1 tsp.; 

Children 1 to 6 — % tsp.; Children under 1 — % tsp. 


® 
T R I AM J N I * timed-release tablets, juvelets, and syrup 


D running noses &, &. and‘open stuffed noses orally 


SMITH-DORSEY - a division of The Wander Company - Lincoln, Nebraska 
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ADVERTISEMENTS 


Squibb Triple Sulfas (Trisulfapyrimidines) 


Clinical experience continues to prove that 
TERFONYL provides many special advantages 
fundamental to successful antibacterial therapy. 


« specificity for a wide range of organisms «+ superinfection rarely 
encountered « soluble in urine through entire physiologic pH range 
« minimal disturbance of intestinal flora - excellent diffusion through- 
out tissues «+ readily crosses blood-brain barrier * sustained 
therapeutic blood levels - extremely low incidence of sensitization 


SUPPLY: Tablets, 0.5 gm. « Suspension, raspberry flavored, O.5 gm. per teaspoonful (Scc.). 


Squibb Quality—the Priceless Ingredient 


“TERFONYL!® 18 A SQUIBB TRADEMARK 


a more and more physicians are prescribing this triple sulfa 
© 
Ly 
¥ 
Squiss 
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ANALGES 


Three Strengths — 
PHENAPHEN NO. 2 

Phenaphen with Codeine Phosphate 1 gr. (16.2 mg.) 
PHENAPHEN NO. 3 

Phenaphen with Codeine Phosphate 1 gr. (32.4 mg.) 
PHENAPHEN NO. 4 

Phenaphen with Codeine Phosphate 1 gr. (64.8 mg.) 
Also — 

PHENAPHEN in each capsule 
Acetylsalicylic Acid 2% gr. . (162 mg.) 
Phenacetin 3 gr. ....... (194 mg.) 
Phenobarbital 4% gr...... (16.2 mg.) 
Hyoscyamine sulfate ..... (0.031 mg.) 


Robins 


A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA 
Ethical Pharmaceuticals of Merit since 1878 
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ADVERTISEMENTS 


WHEN 

THE PATIENT 
WITHOUT 
ORGANIC DISEASE 
COMPLAINS OF 

flatulence, belching, 


CONSIDER 


NEOCHOLAN® 
Your patient will often respond promptly to Neocholan therapy. it greatly increases the flow of 
thin, nonviscid bile and corrects biliary stasis by flushing the biliary system. It also relaxes intesti- 
nal spasm, resulting in an unimpeded flow of bile and pancreatic juice into the small intestine. 
Neocholan helps to promote proper digestion and absorption of nutrients. It also encourages 


- normal peristalsis by restoring intestinal tone. 


PITMAN-MOORE COMPANY 
DIVISION OF ALLIED LABORATORIES, INC. 
INDIANAPOUS, INDIANA 


Each Neocholan tablet provides: 
Dehydrochloric Acid Compound, P-M Co. 
265 mg. (Dehydrochloric Acid, 250 mg.); 
Homatropine methylbromide 1.2 mg.;Pheno- 
barbital 8.0 mg, 

Supplied in bottles of 100 tablets, 
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ADVERTISEMENTS 


a promise fulfilled 


All corticosteroids provide symptomatic control in rheumatoid arthritis, inflammatory derma- 


toses, and bronchial asthma. They differ in the frequency and severity of side effects. Introduced 


in 1958, Aristocort Triamcinolone bore the promise of high efficacy and relative safety. 
Physicians today recognize that the promise has been fulfilled ... as evidenced by the high rate 
of refilled ARISTOCcORT prescriptions. 


(Qeteria) LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, N.Y. 
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You see an improve- 
ment within a few days 
Thanks to your prompt 
treatment and the 
smooth action of Deprol, 
her depression is 
relieved and her anxiety 
and tension calmed — 
often in a few days. She 
eats well, sleeps well 
and soon returns to her 
normal activities. 


Smooth, balanced action lifts depression as 


it calms anxiety...rapidly and safely 


Balances the mood — no “seesaw” effect 
of amphetamine-barbiturates and ener- 
gizers. While amphetamines and energizers may 
stimulate the patient — they often aggravate 
anxiety and tension. 


And although amphetamine-barbiturate combina- 
tions may counteract excessive stimulation — they 
often deepen depression. 


In contrast to such “seesaw” effects, Deprol’s 
smooth, balanced action lifts depression as it calms 
anxiety — both at the same time. 


Dosage: Usual starting dose is 1 tablet 
q.i.d. When necessary, this dose may be grad- 
ually increased up to 3 tablets q.i.d. 

Composition: 1 mg. 2-diethylaminoethyl benzi- 
late hydrochloride (benactyzine HCl) and 400 mg. 
meprobamate. Supplied: Bottles of 50 light-pink, 
scored tablets. Write for literature and samples. 


CD-2839 


Acts swiftly -— the patient often feels 
better, sleeps better, within a few days. 
Unlike the delayed action of most other antide- 
pressant drugs, which may take two to six weeks 
to bring results, Deprol relieves the patient quickly 
—often within a few days. Thus, the expense to the 
patient of long-term drug therapy can be avoided. 


Acts safely — no danger of liver damage. 
Deprol does not produce liver damage, hypoten- 
sion, psychotic reactions or changes in sexual 
function—frequently reported with other anti- 
depressant drugs. 


WALLACE LABORATORIES / Cranbury, N. J. 


— 
a 
E 


brand of chlormezanone 


effective oral skeletal 
muscle relaxant 
and tranquilizer 


LETS THE PATIENT WALK 
“HEADS UP” 


in spite of torticollis. 
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and Caplets, trademarks reg. U.S. Pat. Off. 4716 


pal (brand of chi 


relieves pain and spasm 
associated with torticollis. 


Ina recent study by Ganz, Trancopal brought considerable 
improvement or very effective relief to 20 of 29 patients 
with torticollis.' “The patients helped by the drug,” states 
Ganz, “were able to carry the head in the normal position 
without pain.” Similarly, Kearney found that in 8 of 13 
patients with chronic torticollis treated with Trancopal 
improvement was excellent to good. “... Trancopal is the most 
effective oral skeletal muscle relaxant and mild tranquilizer 
currently available.’” 


Lichtman, in a study of patients with various musculoskel- 
etal conditions, noted that 64 of 70 patients with torticollis 
obtained excellent to good relief with Trancopal.’ 


In a comparative study of four central nervous system 
relaxants, Lichtman reports that 26 of 40 patients 
found Trancopal to be the most effective drug.’ 


1. Ganz, S. E.: J. Indiana M. A. 
52:1134, July, 1959. 2. Kearney, R. D.: 
Current Therap. Res. 2:127, April, 
1960. 3. Lichtman, A. L.: Kentucky 
Acad. Gen. Pract. J. 4:28, Oct., 1958. 
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Clinical results with /rancopal 


Excellent Good Fair Poor Total 

LOW BACK SYNDROMES 

Acute low back strain 25 19 8 6 58 

Chronic low back strain 11 5 1 1 18 

‘Porters’ syndrome’’* 21 5 1 : 28 

Pelvic fractures a 1 _ ~ 3 
NECK SYNDROMES 

Whiplash injuries ¥2 6 2 1 21 

Torticollis, chronic 6 Z 3 2 is 
OTHER MUSCLE SPASM 

Spasm related to trauma 15 6 1 ~ 22 

Rheumatoid arthritis _ 18 2 1 21 

Bursitis 6 1 9 
TENSION STATES 18 2 4 3 27 
TOTALS liz 70 23 15 220 

(51%) (32%) (10%) (7%) (100%) 


*Over-reaching in lifting heavy bags resulting in sprain of upper, middle, and lower back muscles. 


Dosage: Adults, 200 or 100 mg. orally three or four times daily. 
Relief of symptoms occurs in from fifteen to thirty minutes and lasts from four to six hours, 


How Supplied: Trancopal Caplets® 


200 mg. (green colored, scored), bottles of 100. 
100 mg. (peach colored, scored ), bottles of 100. 


(| LABORATORIES, New York 18, N. Y. 
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Think of your patient with peptic ulcer—or with gastrointestinal 
dysfunction —on a typical day. 

Think of the anxieties, the tensions. 

Think, too, of the night: the state of his stomach emptied of food. 
Disturbing? 

Then think of ENARAX. For ENARAX was formulated to help you control pre- 
cisely this clinical picture. ENARAX provides oxyphencyclimine, the in- 
herently long-acting anticholinergic (up to 9 hours of actual achlorhydria') 
... plus Atarax, the tranquilizer that doesn’t stimulate gastric secretion. 
Thus, with b.i.d. dosage, you provide continuous antisecretory/antispas- 
modic action and safely alleviate anxiety... with these results: ENARAX 
has been proved effective in 92% of G.I. patients.?-* 

When ulcerogenic factors seem to work against you, let ENARAX work 
for you, 


ENARAX: 


(10 MG. OxYPHENCYCLIMINE PLUS 25 mG. ATARAxOt) =A SENTRY FOR THE G.I. TRACT 


dosage: Begin with one-half tablet b.i.d.— preferably in the morning and before retiring. 
Increase dosage to one fablet b.i.d. if necessary, and adjust maintenance dose according 
to therapeutic response. Use with caution in patients with prostatic hypertrophy and only 
with ophthalmological supervision in glaucoma. 


‘supplied: In bottles of 60 black-and-white scored tablets. Prescription only. 


References: 1. Steigmann, F., et al.: Am. J. Gastroenterol. 33:109 (Jan.) 1960. 2. Hock, C. W.: 
to be published. 3. Leming, B. H., Jr.: Clin. Med. 6:423 (Mar.) 1959. 4. Data in Roerig Medical 


Department Files. tbrand of hydroxyzine 
FOR HEMATOPOIETIC STIMULATION 
WHERE OCCULT BLEEDING IS PRESENT NewYork 17, NY. 
ivision, Chas. Pfizer & Co., Inc. 
HEPTUNA® PLUS Science for the World’s Well-Being ™ 


THE COMPLETE ANEMIA THERAPY 


REMEMBER THIS: SO DOES ENARAX —— 
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ADVERTISEMENTS 


‘B.W. & Co.’ ‘Sporin’ Ointments 
rarely sensitize. . . 

give decisive bactericidal action 

for most every topical indication 


4 Broad-spectrum antibac- 
terial action—plus the 

soothing anti-inflam- 

matory, antipruritic ben- © 


brand Ointment efits of hydrocortisone. 


The combined spectrum g® 
of three overlapping 

antibiotics will eradicate 

virtually all known top- 


ical bacteria. brand Antibiotic Ointment 


A basic antibiotic com- 
bination with proven | 

effectiveness for the 

topical control of gram- © 


brand Antibiotic Ointment positive and gram-nega 
tive organisms. 


Contents per Gm. ‘Polysporin’® ‘Neosporin’® ‘Cortisporin’® 
‘Aerosporin’® brand 
Polymyxin B Sulfate 10,000 Units 5,000 Units 5,000 Units 
Zinc Bacitracin 500 Units 400 Units 400 Units 
Neomycin Sulfate _ 5 mg. 5 mg. 
Hydrocortisone _ _ 10 mg. 
Supplied: Tubes of 1 oz., Tubes of 1 oz., Tubes of 14 oz. and 
Y% oz. and % oz. Y% oz. and % oz. oz. (with 
(with ophthalmic tip) (with ophthalmic tip) ophthalmic tip) 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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SALUTENSIVE 


saluretic and antihyperiensive 


sustained-action hydroflumethiazide ‘Bristol’ 


as an antihypertensive: “a distinct advantage in the manifestations of hypertension”? 
...a superior foundation drug for an antihypertensive regimen ... often the 
only drug required...in other cases, enhances the effect of tranquilizers, 
sympathetic depressants, and ganglionic blockers. 
as a saluretic: “a marked advancement in the field of diuretic therapy”? 
... prompt sodium excretion, with “a duration of at least 18 hours” on a single 
_50-mg. tablet’. . . repetitively effective." 


INDICATIONS: Hypertension and hypertensive cardiovascular disease. Edema, associated with cardiac or 
renal insufficiency, hepatic cirrhosis, pregnancy, premenstrual syndrome, or steroid administration. 


DOSAGE: Usually 1 tablet daily. Full information in official package circular. 
SUPPLY: Scored 50-mg. tablets ; bottles of 50. Syrup, containing 50 mg. per 5-ml. teaspoonful; bottles of 8 fl. oz. 


REFERENCES: 1. Ford, R. V., and Nickell, J.: Ant. Med. & Clin. Ther. 6:461, 1959. 2. Fuchs, M., 
and Mallin, S. R.: Int. Rec. Med. 172:438, 1959. 3. Ford, R. V.: Int. Rec. Med. 172:434, 1959. 


BRISTOL LABORATORIES, SYRACUSE, NEW YORK 
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ADVERTISEMENTS 


TO REDUCE INTESTINAL 


BELCHING BLOATING FLATULENCE 


A biochemical compound Each Kanulase tablet contains Dorase* 
used to diminish intestinal 

gas in healthy persons 

and those patients ety 

digestive disorders 


320 units,combined with pepsin, N.F., 
150 mg.; glutamic acid HCi, 200 mg.; 
pancreatin, N.F.,500mg.;oxbileextract, 
100 mg. Dosage: 1 or 2 tablets at meal- 
time. Supplied: Bottles of 50 tablets. 


POOPSEY BRAND OF CELLULASE, EXPRESSCO AS OIGESTIVE ACTIVITY UNITS. 


SMITH-DORSEY « a division of The Wander Company « Lincoln, Nebraska 
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ADVERTISEMENTS 


New (12th) Edition!—Thoroughly Revised and Up-to-Date 
Greenhill—Obstetrics 


This beautifully illustrated volume, in a completely re- 
vised edition, covers virtually every aspect of obstetrics 
from nutritional counseling of the mother in early stages 
of pregnancy to pathology of the newborn. Dr. Green- 
hill and his collaborators fully explain the mechanisms 
of labor plus step-by-step procedures in delivery. Effec- 
tive care at every stage is detailed—immediate treatment 
of unexpected difficulties; prevention of accident and in- 
fection; relief of discomfort; management of various 
disease states concurrent with pregnancy. Complications 


and pitfalls are well outlined. The authors bring you fuller 
understanding of such topics as: Antepartum Care—T ox- 
emias of Pregnancy—Abortion—Multiple Pregnancy— 
Effects of Labor on the Child—Breech Extraction—Etc. 


From - Griagel Text by JOSEPH B. DELEE, M.D. By J. P. GREEN- 
HILL, Senior Attending Obstetrician and Gynecologist, The 
Hospital; Obstetrician and Associate 
Staff, The Chicago Lying-In Hospital; Attending Gynecologist, Cook 
County Hospital; Professor of synecology, Cook County Graduate 
School of Medicine. With the Assistance of 23 Eminent Collaborators. 
1098 pages, 7”x10”, with 1219 illustrations on 903 Sone. 119 in 
color. $17.00. New (12th) Edition! 


A New Book!—Useful Techniques for Interpreting Chest Roentgenograms 
Felson—Fundamentals of Chest Roentgenology 


This practical text presents a clear introduction to x-ray 
diagnosis by demonstrating many useful techniques for 
interpreting chest films. It deals primarily with funda- 
mentals and considers specific disease entities only for 
the purpose of illustrating the principles discussed. 
Many beautifully reproduced roentgenograms augment 
and illuminate the text discussions. An extensive series 
of films of normal chests shows minor deviations from 
the normal picture and explains which can be safely ig- 
nored. In addition, Dr. Felson includes a separate chap- 
ter on special roentgen signs which have important 


diagnostic implications. Here you will find The Pul- 
monary Meniscus Sign, The Double Lesion Sign, The 
Notch Sign, The Butterfly Shadow, T he Sail Shadow of the 
Thymus, etc. The principles outlined here can be effec- 
tively applied to evaluation of films of other body areas. 


By BENJAMIN FELSON, M.D., Professor and Director, a 
University “of Cincinnati College of Medicine; Director, 

Department of Radiology, Cincinnati General, Children’s, Daniel 
Drake, Dunham, Holmes, and ‘Longview Hospitals; 
Special Consultant, U. S. Public Health Service; Consultant to the 
Dayton and Cincinnati Administration 
peers, 0 ”x10”, with 450 illustrations on 238 figures. 


New—Just 


A New Book!—Management of Today’s Industrial Accidents and Hazards 


Johnstone & Miller—Occupational Diseases & Industrial Medicine 


With increased exposure of the public to toxic materi- 
als, more physicians are confronted with situations 
closely related to the practice of industrial medicine. 
This useful volume compiles all the known information 
about occupational disorders—their prevention, diag- 
nosis and management. The authors illuminate the full 
spectrum of the field from Scope and Elements of Indus- 
trial Medical Practice to Diagnosis of Occupational Dis- 
eases. The major part of the book is devoted to clear, 
concise descriptions of the occupational diseases, utiliz- 
ing the clinical approach throughout. Organization log- 


ically progresses from etiology, signs and symptoms, 
treatment, estimation of permanent and temporary disa- 
bility. Treatment is well outlined. Among the injurious 
agents covered, you'll find Noxious Gases, Resins and 
Plastics, Pesticides, lonizing Radiations, etc. 


By RUTHERFORD T. JOHNSTONE, M. D., Consultant in Industrial 
Medicine, Clinical Professor of Preventive Medicine and Public Health 
yo Clinical Professor of Medicine, University of California at Los 

les; and SEWARD E. MILLER, M.D., Director, Institute of Indus- 
Aare Health, Professor of | etre Medical School, Professor of In- 
dustrial Health, School Public Health, University Cd Michigan, 


Arbor. 482 64 i: , illustrated. About 


Order Today from W. B. SAUNDERS COMPANY 
West Washington Square 


Please send and charge my account: 
(1 Greenhill’s Obstetrics, $17.00. 
i. Felson’s Fundamentals of Chest Roentgenology, about $11.00. 
C1 Johnstone & Miller's Occupational Diseases and Industrial Medicine, about $11.50. 
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ADVERTISEMENTS 


ALL OVER AMERICA! 


KENT with the MICRONITE FILTER 
SMOKED 
SCIENTISTS and EDUCATORS 


than any other cigarette !* 


HIS does not constitute a 
professional endorsement 
of Kent. But these men, like 
millions of other Kent smokers, 
smoke for pleasure, and choose 
their cigarette accordingly. 


if you would like the booklet, ‘‘The Story of Kent’, for your 


The rich pleasure of smoking 
Kent comes from the flavor : 
of the world’s finest natural 

tobaccos, and the free and [-. ~~ 
easy draw of Kent’s famous 
Micronite Filter. 


own use, write to: P. Lorillard Company—Research De- = OR CRUSH-PROOF GOR 


partment, 200 East 42nd Street, New York 17, New York. 


For good smoking taste, 
it makes good sense to smoke KENT 
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ADVERTISEMENTS 


To the relief of musculoskeletal pain, 


MEDAPRIN’ 


adds restoration of function 


Analgesics offer temporary relief of musculo- 
skeletal pain, but they merely mask pain rather 
than getting at its cause. New Medaprin, in 
addition to bringing about prompt subjective 
improvement, promotes the restoration of normal 
function by suppressing the inflammation that 
causes the pain. 


Medaprin, Upjohn’s new analgesic-steroid com- 
bination, contains aspirin plus Medrol,** the 
corticosteroid with the best therapeutic ratio in 
the steroid field.* Instead of suffering recurrent 
discomfort because of the “wearing off” of 
analgesics, the patient on Medaprin experiences 
a smooth, extended relief and more normal 
mobility. 

Indications: Medaprin is indicated in mild-to- 
moderate rheumatic and musculoskeletal condi- 


tions, including rheumatoid arthritis, deltoid - 


bursitis, low back pain, neuralgia, synovitis, 
fibromyositis, osteoarthritis, low back sprain, 
traumatic wrist, sciatica, and “tennis elbow.” 
Dosage: The recommended dosage is 1 tablet 
q.i.d. The usual cautions and contraindications 
of corticotherapy should be observed. 
Supplied: In bottles of 100 and 500. 
Formula: Each Medaprin tablet contains 
e 300 mg. acetylsalicylic acid, for prompt 
relief of pain 
e 1 mg. Medrol, to suppress the causative 
inflammation 
@ 200 mg. calcium carbonate, as buffer 


TRADEMARK TRADEMARK, REG. U.S. PAT. OFF, METHYLPREONISOLONE, UPJOHN 
tratio OF DESIRED EFFECTS TO UNDESIRED EFFECTS 
| Upiehn | 


The Upjohn Company, Kalamazoo, Michigan 
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28 ADVERTISEMENTS 


anxiety intensifies 
arthritic pain 


. » » DARVO-TRAN” relieves pain more effectively than 
the analgesic components alone 


Effective analgesia ups safe relief of mild anxiety helps combat the pain- 
anxiety spiral. In Darvo-Tran, the tranquilizing properties of Ultran® are 
added to the established analgesic effects of Darvon® and the anti-inflam- 
matory benefits of A.S.A.®. Clinical and pharmacologic studies have shown 
that when pain is accompanied by anxiety, the addition of Ultran enhances 
and prolongs the analgesic effects of Darvon. 


Each Pulvule® Darvo-Tran provides: Carve and 
Darvon . .. . 32 mg.—TO RAISE PAIN THRESHOLD acetylsalicylic acid with phenaglycodol, 
A.S.A.. . . . . 325 mg.—TO REDUCE INFLAMMATION _ Lilly) 

Ultran. . . . . 150 mg.—TO RELIEVE ANXIETY Ultran® (phenaglycodol, Lilly) 
Darvon® (dextro propoxyphene hydrochloride, 

Usual Dosage: Liliy) 

1 or 2 Pulvules three or four times daily. A.S.A.® (acetylsalicylic acid, Lilly) 


ELI LILLY AND COMPANY «+ INDIANAPOLIS 6, INDIANA, U.S.A. 
020407 
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Pernicious Anemia 


Scientific 
ARTICLES 


Report of a Case Treated With ACTH 


MARJORIE S. SIRRIDGE, M.D.; THOMAS R. HOOD, M.D., 


and ALBERT JACKSON, M.D., Kansas City 


THE MOST COMMON AND most important megalo- 
blastic anemia in the United States is pernicious ane- 
mia, which is attributable to a deficiency of Vitamin 
By» resulting from impaired absorption of this vita- 
min from the gastrointestinal tract.1 Most of the ther- 
apy in the disease has been directed toward the cor- 
rection of this deficiency with the administration of 
Vitamin B,., or Vitamin B,. with intrinsic factor, 
and, in a few instances, folic acid or citrovorum 
factor.? 


Megaloblastic Anemia 


Since the introduction of ACTH and the cortico- 
steroids, several reports have appeared in the liter- 
ature concerning the response of megaloblastic ane- 
mias to these substances. In 1950 Thorn, et al. reported 
one patient with pernicious anemia who showed a 
reticulocytosis of 7.5 per cent without a change in 
red cell count after receiving 60 mgm. of ACTH 
daily for eight days. They reported that with ACTH 
therapy the red cell elements of the bone marrow 
changed from immature to mature forms. 

In 1951 Wintrobe, e¢ al. reported two cases of 
pernicious anemia treated with ACTH (for eight 
and ten days respectively). One showed an increase 
in white blood cells from 2,500 to 6,000 per cmm., 


From the Veterans Administration Hospital, Veterans 
Administration Consolidated Center in Wadsworth, Kansas. 
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a reticulocytosis of eight per cent with no change in 
hematocrit, followed by a 50 per cent reticulocytosis 
when By. therapy was started. The second case 
showed a reticulocytosis of seven per cent without 


A report is made of an anemic patient, 
later proved to have pernicious anemia, 
who responded to therapy with 40 units 
of ACTH given daily over a period of 50 
days. With the ACTH therapy there was 
a suboptimal reticulocytosis and a slow 
rise in hemoglobin and hematocrit, how- 
ever, the bone marrow did not revert to 
normal. When B,,: therapy was substi- 
tuted, the patient showed greater reticulo- 
cytosis, a rise in hemoglobin and a hema- 
tocrit to completely normal values, and 
a reversion of the bone marrow to nor- 
mal. 


a change in hematocrit, followed by a 40 per cent 
reticulocytosis after B,2 treatment. Also in 1951 Low- 
enstein, et al. reported two cases showing reticulocyte 
responses of 14.6 per cent and 11.7 per cent respective- 
ly. The second case showed a definite, but suboptimal, 
increase in red cell mass from 1,185 ml. to 1,861 ml., 
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after receiving 600 mgm. ACTH over a six day period. 
This increased red cell mass was maintained for three 
r-onths despite the cessation of ACTH therapy after 
eight days. Both patients showed increasing maturity 
in bone marrow with therapy, but recovery was in- 
complete until B,, was given. Spies in 1955 and 


Fig. 1. 
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Figure 1. Hemoglobin and Reticulocyte values during 
ACTH and B,, therapy. 


Glass in 1956 reported an increase in hemoglobin 
with a reticulocyte response in patients receiving 
ACTH or prednisone for Sprue. 

In 1957 Doig, et al. reported studies showing re- 
sponse to Prednisone in eight of nine patients with 
megaloblastic anemia. Three of these patients had 
pernicious anemia, one had pernicious anemia and 
rheumatoid arthritis, two had coeliac disease, two had 
megaloblastic anemias associated with rheumatoid ar- 
thritis, and one had megaloblastic anemia following 
partial gastrectomy. The eight patients who responded 
showed a suboptimal reticulocytosis, and a slow rise 
in red blood cell count and hemoglobin. There was 
no initial fall in serum iron levels following institu- 
tion of therapy. One patient with pernicious anemia 
developed subacute combined degeneration of the cord 
five weeks after Prednisolone therapy. 


Absorption of 


In 1958 Frost and Goldwein reported on the ef- 
fect of Prednisone on the absorption of radioactive 
B,» in pernicious anemia by the Schilling technic. 
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Only one of three patients showed a significant in- 
crease in absorption of COgoB,. from .2 per cent 
to 11.9 per cent after Prednisone had been given 
for 14 days. In 1959 Gordin described in detail two 
cases of pernicious anemia in relapse treated with 
corticosteroids for 21 days or more. These patients 
showed hematologic remission, return to normal of 
bone marrow, a decrease of serum iron, a decrease of 
erythrocyte diameter, and a rise in serum By» levels. 

This report concerns the response of a patient, 
later proved to have pernicious anemia, to therapy 
with 40 units of ACTH given daily over a period of 
50 days. 

CASE REPORT 


This 66-year-old white male boxer was first admit- 
ted to the Wadsworth Veterans Administration Cen- 
ter in May, 1951, with a recent thrombosis of the 
left middle cerebral artery, right sided paralysis, 
aphasia and agnosia. His blood pressure was 140/80. 
Since that time he has been confined to a wheel chair 
and has gone through variable periods of mental 
confusion and combativeness. At the time of his first 
admission the hemoglobin was 16 gms. and the WBC 
was 10,850. 

He was readmitted to the hospital on September 2, 
1953 as a custodial case. There were no unusual hap- 
penings until February 2, 1958 when vomiting started. 
There was a questionable left upper quadrant mass 
on February 23, 1958. Exploratory laparotomy was 
performed and positive findings were old adhesions 
around the gallbladder and three areas of small in- 
testine, five to 15 cms. long, that were indurated. 
The intestinal wall was thickened, injected, and the 
mesentery fat was creeping out at the side of the in- 
testinal wall. A gross diagnosis of regional ileitis 
was made. There was no evidence of obstruction. At 
this time the hematocrit was 43 VPC and the WBC 
was 10,000. 


First Sign of Anemia 


In April, 1958, it was first noticed that the patient 
was developing anemia, and on May 8, 1959, RBC 
was 3,300,000, hematocrit was 35 VPC, and hemo- 
globin was 10.2 gms. The patient was transferred to 
Gastrointestinal Service on June 10, 1958. Physical 
examination was essentially negative except for ane- 
mia, aphasia, right hemiplegia, mental confusion, and 
agitation. All gastrointestinal studies were negative. 
On July 3, 1958 the hemoglobin was 8.3 gms. The 
patient received several blood transfusions. On Au- 
gust 11, 1958 a bone marrow aspiration was per- 
formed and reported as showing a megaloblastic 
marrow with numerous atypical cells and mitotic 
figures. It was considered to be possibly a reactive 
marrow to malignancy or lymphoma. The anemia at 
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that time was of the normocytic, normochromic type, 
with a hemoglobin of 9.4 gms. and a hematocrit of 
30 VPC. An attempt to do a gastric analysis was un- 
successful due to the lack of cooperation of the pa- 
tient. Kidney function tests were normal. 

On October 13, 1958 the patient was started on 
ACTH, 40 units daily. The dosage was reduced to 
20 units daily on November 10, 1958 when the 
hemoglobin had reached 12.3 gms., the hematocrit 
39 VPC, RBC 3,800,000 and reticulocyte count 3.2 
per cent. 

A repeat bone marrow aspiration on November 26, 
1958 showed again megaloblasts, and at this time 
the anemia was found to be of the macrocytic type. 
Another attempt at gastric analysis was performed 
successfully and this revealed achlorhydria. A stool 
fat determination revealed mild increase in the dry 
fat content (38 per cent). A Schilling test done on 
December 17, 1959 revealed zero per cent uptake 


of CO¢oBi2, and the patient was started on Byo, 100° 


mcg. daily by injection. On December 24, 1958 his 
reticulocytes had increased to 5.8 per cent and the 
hemoglobin was gradually rising. It was felt that 
this was the typical type of response expected in per- 
nicious anemia. A Schilling test with intrinsic factor 
done on December 30, 1958 revealed six per cent 
uptake. 

Therapy with ACTH was started again on January 


Figure 2. Megaloblastic bone marrow prior to ACTH 
therapy. (8-11-58) 


Figure 3. Megaloblastic bone marrow after ACTH 
therapy. (11-26-58) 


26, 1959 and the Schilling test was repeated on Feb- 
ruary 3, 1959 in an attempt to determine the effect 
of ACTH on the absorption of By». The result re- 
vealed two per cent excretion. ACTH was discon- 
tinued and the patient has been continued on By,» 
therapy. On February 6, 1959 hemoglobin was 14.8 
gms., hematocrit 47 VPC, reticulocyte count 1.1 per 
cent and WBC 10,100. Since that time the hemo- 
globin has remained at approximately this level. 


Discussion 


At the time of the initial hematologic study of this 
patient, the findings in the peripheral blood and bone 
marrow. were not considered to be diagnostic of 
pernicious anemia, and further studies were not at- 
tempted. The anemia was essentially normocytic, nor- 
mochromic;-in type. The marrow did contain megalo- 
blasts (Figure 2) but these were not thought to be 
the predominant abnormality. The ACTH therapy 
was instituted because. of the suggestion that the 
pathology in the bowel was either a lymphomatous 
process or regional enteritis. It was quite surprising 
that the patient showed a reticulocytosis of 4.2 per 
cent and a rise in hemoglobin to 12.3 gm. on the 
ACTH therapy (Figure 1). 

Perhaps even more surprising was the fact that 
a bone marrow study performed after this response 
had occurred showed little improvement (Figure 
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3) despite the rise in hernoglobin to almost nor- 
mal levels. By the time the second marrow study 
was done, the anemia had become somewhat macro- 
cytic and hyperchromic, and pernicious anemia was 
considered definitely a diagnostic possibility. The 
absence of gastric HCI and a positive Schilling test 
confirmed this diagnosis. The patient then showed 
more reticulocytosis (5.8 per cent) and a rise in 
hemoglobin to completely normal values when Vita- 
min By,» was instituted (Figure 1). The bone marrow 
reverted to normal following this therapy, showing a 
complete disappearance of its megaloblastic features 
(Figure 4). 


Slow Rise in Hemoglobin 


This patient showed the same type of suboptimal 
reticulocytgsis and slow rise in hemoglobin, which 
has been described by other investigators. However, 
the changes in bone marrow described by others were 
not observed in this patient’s marrow until after Vita- 
min B,. was given. The patients described by the 
other investigators received therapy for only short 
periods of time (no longer than three weeks) , while 
in this patient ACTH was continued for approximately 
50 days. It is possible that the bone marrow in this 
patient would have shown a different picture if the 
study had been done sooner after the beginning of 
ACTH therapy.3-5: 8, 10 

The mechanism for the improvement which oc- 


Figure 4. Normal bone marrow after B,, therapy. 
3 


curs with the use of ACTH or cortisone in cases of 
pernicious anemia is not understood. Most investi- 
gators consider it unlikely that ACTH increases the 
secretion of intrinsic factor. Doig, et al. found that 
there was no increase in Vitamin B,, in serum in their 
patients, and in the one case investigated there was no 
improvement in the absorption of COgoB,2. They also 
found that the initial fall in serum iron level con- 
stantly seen in pernicious anemia within 48 hours 
after By. therapy did not occur with Prednisolone. 
However, Gordin reported two cases of pernicious 
anemia in relapse that responded to corticosteroids 
with a significant increase of serum By» levels. The 
Schilling test revealed improved absorption of 
CO¢0Bi2 to 8.6 per cent and 8.8 per cent when ther- 
apy was continued 21 days or more in these two pa- 
tients, and also smaller increases in five patients with 
pernicious anemia in remission treated for shorter 
periods of time. However, in a totally gastrectomized 
patient the Schilling test showed no change with the 
same therapy. 


Our Patient’s Schilling Test 


In our patient the Schilling test showed zero per cent 
excretion of CO¢oBy» initially (December 17, 1958), 
six per cent when given with intrinsic factor (Decem- 
ber 30, 1958) and two per cent when repeated without 
intrinsic factor (February 3, 1959) ten days after 
ACTH therapy had been reinstituted. It is possible 
that the absorption would have been more significantly 
increased if the ACTH had been continued for a 
longer period of time. 

Since pernicious anemia may occur in patients for 
whom ACTH or cortisone is prescribed, it is impor- 
tant to recognize that such an improvement in the 
blood picture, as has been described, may occur. In 
one of the patients described by Doig, et al., a patient 
developed subacute combined .degeneration of the 
cord five weeks after Prednisolone therapy was given. 
The relationship of the steroid therapy in this case is 
not known, but it demonstrates again the dangers of 
treating the blood picture only in pernicious anemia. 


Suite 258 
New Brotherhood Building 
Kansas City 1, Kansas 
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Prevention in Psychiatry 


The Concept of Preventing Mental Illness 


H. G. WHITTINGTON, M.D., Lawrence 


THE DREAM OF PREVENTING mental illness is not 
new, but has gained impetus in recent years, and is 
hailed by some as the great white hope of the mental 
health movement. The clinician finds himself in a 
curious dilemma when hearing of efforts at preven- 
tion. Because of his day-by-day contact with emo- 
tionally disturbed people, he is quite aware of the 
extent of emotional disorder and the severity of per- 
sonality disorganization that is entailed; and con- 
sequently often skeptical of those who talk glibly of 
preventive mental health. The clinician cannot help 
thinking at times that attempts at prevention are only 
dishonest escapes from the realities of clinical prac- 
tice, attempts to say that we will no longer be con- 
cerned about the shortage of treatment facilities and 
the inadequacy of present treatment methods, but 
instead look away towards some grand hope such as 
the prevention of mental disorder. The practicing 
clinician is entitled to a certain arrogance, by virtue 
of the trials and frustrations that he must suffer at 
the hands of his patients day in and day out; those 
who talk expansively of preventive psychiatry are 
often quite vulnerable targets for his scorn. 


Author’s Doubts 


This paper is in essence, then, a monologue, the 
expression of struggle and of continuing doubts 
within me, as I try to use my clinical treatment orien- 
tation to move towards a concept of prevention. This 
conceptual task is particularly urgent in the field of 
university mental health, where I devote most of my 
time and energy, and where the focus must be on the 
preventive function of early casefinding and prompt 
therapy. 

When we speak of preventive psychiatry, then, 
what are we speaking of ? Are we preventing mental 
illness? (And if so, what is mental illness?) Or, are 
we promoting positive mental health? (And if so, 
what is positive mental health?) What do we really 
mean when we speak of preventive mental health, 
how may we define it for the purposes of our dis- 
cussion, how might we begin to think about possible 


This paper was presented at Meeting of Community 
Mental Health Centers, Topeka, on January 22, 1960. 

Doctor Whittington is director of the Mental Health 
Clinic of Student Health Service, University of Kansas, 
Lawrence. 


approaches to this problem? Certainly it is not enough 
to append the word “‘preventive” to a paper or a 
discussion to make it an example of genuine pre- 
ventive work. The problem of semantics is always 
with us, popular euphemisms forever plague the be- 
haviorial sciences, and certainly the word preventive 
will crop up more and more in the literature as it 
becomes an increasingly stylish concept. (An example 
of this is a recent article which proports to be a re- 
port of “Preventive Psychiatric Work With Mothers,” 
but is in effect only a report of a casework process 
with mothers of young disturbed children.1) 


Prevention of Recognizable Disorders 


At the risk of being chided by those who are four- 
square for “positive mental health,”? I have adopted 
a perhaps somewhat constricted frame of reference, 
similar to that used by Caplan in a recent article in 
Mental Hygiene, and have defined the focus of pre- 
ventive psychiatry as “the prevention of recognizable 
mental disorder.” This really does not simplify the 
problem too much, since as clinicians we are quite 
good at recognizing mental disorder, and some sur- 
veys have shown as high as 80 per cent of a randomly 
selected population to be “emotionally ill.” Various 
studies of the degree of illness in the population are 
available, and while none of them entirely tells us 
how many people are “really” ill, they do suggest 
some need for redefining our criteria of health and 
illness, perhaps in the direction of a somewhat less 
rigorous definition of mental health.*-6 For the pur- 
pose of this discussion I would prefer to limit the con- 
cept of recognizable mental disorder as including 
conditions which result in psychiatric hospitalization, 
varying degrees of social pathology (such as alcohol- 
ism, inability to work, addictions, etc.) severe im- 
pairments in inter-personal relationships, severe im- 
pairment in ability to adapt to the demands of reality 
in the frame of reference of one’s culture (which do 
not require hospital treatment, but do set the indi- 
vidual off as being “different’’ from other members of 
their culture) and such extreme evidences of despair 
as suicide. Even such a constrictive definition of 
mental illness would lead to no shortage of patients 
or plethora of treatment facilities, as is by now well 
known.” 
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The Model of Preventive Medicine 
As Applied to Psychiatry 


Since we need some general scientific model to 
follow in discussing preventive psychiatry, I have 
adopted that of the classical public health concept of 
preventive medicine, which may be represented dia- 
grammatically as follows: 


Pathogenic agent 


Vector 


Susceptible individual 


Infected individual 


Overt 


Latent 


Figure 1 


In addition to this model (Figure 1), we have to 
imagine all of these interacting forces as being set in 
a larger milieu: that is, we have to introduce also the 
concept of ecology in our discussions of illness and 
health, considering ecology both in the biological 
and the sociocultural frame of reference. In discussing 
each of the sections of this model in turn, I will give 
some examples of advances that have already been 
made in preventive psychiatry, as well as conceptual 
and action problems that remain to be solved, and 
will then go of to a further discussion of current 
thinking about prevention. 


Elaboration of the Model 
A. PATHOGENIC AGENTS 


In discussing the agents that lead to what is com- 
monly called mental disease, we immediately fall back 
upon the archaic but nonetheless operational distinc- 
tion between organic and functional causes. 

1. Organic causes 

Nutritional effects upon mental health have only 
been discovered in the last few decades. As recently 
as 1912, a commission studying the problem of pel- 
lagra in the southern United States reported, “It is 
probably a specific infection, communicable from 
person to person, by means at present unknown.” The 
hospitals of the south were full of patients who pre- 
sented the classical syndrome of dermatitis, diarrhea, 
and dementia, which in 1914 Goldberger first demon- 
strated to be a dietary deficiency. As recently as 1912 
then, the etiology of a disease which caused mental 
aberration was completely misunderstood; this per- 
haps suggests that the findings of some of our various 
commissions at the present time on diseases much 
more prevalent and much more puzzling than pella- 
gta, such as schizophrenia, may prove equally ludi- 
crous a few years from now. 

Infectious causes of mental illness are often con- 
sidered as unimportant by us today, since we have 
grown rather lulled by the concept that anything we 
can catch, modern medicine can cure. 


1. Syphilitic brain disease, which in the past af- 
flicted so many of the patients in our mental hospitals, 
is today a medical oddity in this country, and in the 
civilized nations of the world, because of an enlight- 
ened battle against syphilitic infection that has been 
increasingly successful since the advent of penicillin. 
Like the previous example, however, prevention was 
not possible until the etiologic agent had been dis- 
covered. 

2. The encephalitides are known to be endemic 
among animals in many parts of the country, and 
epidemics of human infection also occur sporadically. 
In 1958 over 100 cases of definitely diagnosed viral 
encephalitis were reported in Kansas. Survey of a 
“normal” population in the western part of Kansas 
disclosed serologic evidence of infection within three 
years in 24 per cent of those tested.* This is an ex- 
ample of an illness in which the epidemiology is 
fairly well known, the characteristics of the patho- 
genic agent are reasonably well elucidated, but where 
preventive efforts have not been outstandingly suc- 
cessful. The diagnosis of post-encephalitic brain dis- 
order is not common, and yet I am sure that we label 
as such only a small percentage of children who un- 
doubtedly have some mild organic brain damage as 
a partial etiological factor in their emotional problem 
at the time they are seen at our clinics. In other words, 
viral encephalitis is probably of more significance than 
usually recognized among our patient population. The 
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disease itself, if any real awareness of the importance 
of control were aroused publicly, could be attacked 
successfully at two points: by controlling the disease 
among domestic animals, and by destruction of the 
mosquito vector. 

Encephalitis is a common complication of the 
childhood exanthema, such as measles, and also of 
mumps, influenza, and various other febrile diseases. 
A recent study has demonstrated the high incidence 
of clinical and electroencephalographic evidences of 
encephalitis during the course of measles.® 

Traumatic causes of organic brain impairment are 
more prevalent today than in any previous society. 
There are three main types of injuries which are at 
least partially preventable. 

1. Traffic accidents are the primary cause of trau- 
matic brain damage as we see it clinically, and it 
would be a mistake to minimize the importance of 


this syndrome. Even in a University Mental Health - 


Clinic, organic brain damage plays a significant role 
in the emotional disequilibrium of some patients; we 
tend to believe that one would not see “people like 
that’’ in the university population. 

The prevention of traffic accidents and the mini- 
mizing of injury from such accidents is a problem 
that I suppose is really beyond the competence of 
mental health personnel to deal with, except to add 
our voices in urging that repeated traffic violators be 
taken off the highways. A general rule of human be- 
havior that behavioral scientists do agree about, and 
should try to pass on to society in whatever way seems 
appropriate, is that the best predictor of future be- 
havior is past behavior, and that no amount of fuzzy- 
brained good intentions or kindliness is likely to 
change an habitual offender, no matter what the 
offense, into a law-abiding citizen. 

2. Birth injuries are of course a frequent cause of 
brain damage. Sometimes this is quite evident as in 
cerebral palsy, but often motor areas are not in- 
volved and the impairment instead is one in the 
ability to adopt the abstract attitude. We do not 
really know at this point how common brain damage 
is, or how important it is in limiting coping ability 
among our patients. The kind of longitudinal large 
sample studies from the moment of birth up through 
childhood are just now beginning at several centers, 
and it will be some years before we have the kind of 
definite data that we need to think in terms of pre- 
ventive measures aimed at minimizing intracranial 
damage during the process of birth. 

3. Athletic brain injuries continue to occur every 
year, and cause occasional brief furors in the press. 
Present-day athletic equipment for football is quite 
an improvement over earlier protective equipment, 
but nothing can prevent the kind of small hemor- 
rhages within the brain that a sudden deceleration 
upon body contact is bound to produce. Boxing in- 
juries are of course only a minor factor in organic 


brain damage, on the statistical average, and whether 
one approves or disapproves of boxing is perhaps a 
personal preference rather than a scientific concern. 

The processes of aging are being studied from 
many aspects at various centers about the country. 
Studies of senile brain disease will undoubtedly. be 
very common in the V. A. settings over the coming 
decades, as the V. A. population continues to age. 
The widespread interest in atherosclerosis, and the 
extensive and elaborate research that is being done in 
this field offer hope of some better understanding of 
the degenerative changes that occur in blood vessels 
and lead to the small strokes, with the attendant 
organic brain impairment leading to many of the 
depressions and confusions of later life, and which 
account for such a large number of admissions to our 
mental hospitals. As far as reducing the load on the 
mental hospital, and allowing it to devote its efforts 
towards active treatment of young people, nothing 
could be of more help than methods to control or at 
least minimize the incidence of atherosclerotic and 
senile brain disease among our aging population. 

Endocrine disorders can result in abnormalities in 
emotional and mental functioning. The work of Selye 
on the general adaptation syndrome, and on the dis- 
eases of adaptation, outline what is essentially a 
unitary concept of illness, closely parallel to Dr. Karl 
Menninger’s recent thoughts on the unitary nature’ of 
mental illness. Current research interests in the 
physiological indicators of emotional disequilibrium 
are too numerous to document. 


2. The Functional, Psychological, or Interpersonal 
Etiologic Agents of Mental Disorder. 

The family has long been recognized as of great 
importance in determining the emotional equilibrium 
of children. There is an increasingly voluminous liter- 
ature studying the family dynamics of those families 
who have produced patients that have been labeled 
schizophrenic.!2-14 Almost all of them tend to show 
definite abnormalities in the patterns of interaction 
and in the interplay of affect; disturbances in the com- 
munication; and have demonstrated the importance of 
the symptomatology of one member in maintaining 
the equilibrium within the family unit. However, re- 
sults have been reported, for example, showing no 
differences in the attitudes of the mothers of organ- 
ically brain damaged and schizophrenic children, so 
long as the degree of pathology is kept constant.1® 
Also, in a recent article Goldstein has challenged the 
concept of infantile autism as a psychogenic condi- 
tion, and instead describes it as an organic brain im- 
pairment, resulting in an inability to adopt the ab- 
stract attitude.1® So, even in this area we are forced to 
say that findings are contradictory, or more accurately, 
to say that they are complimentary, and that we are 
forced to think in terms of a spectrum of causation 
from organic to functional. 
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The Community and Its Agencies. 

The difficulties in studying the effect of the small 
family upon personality development and functioning 
are compounded when we move out of the family and 
begin to look at the community and its agencies such 
as the schools. We are aware that prejudice exists in 
many overt and subtle forms; and that in many areas 
intolerance of differences in ability, temperament, and 
interests exists and is formalized in a rigid set of 
expectations regarding life style. We can say that 
this is bad, that we do not like it, that it offends us 
as feeling human beings and as sensitive individuals, 
but we cannot really at this time say too much scien- 
tifically about the effects that such authoritarian and 
anti-humanistic tendencies in our communities have 
upon personality development and functioning. 

Socio-cultural influences upon emotional health and 
illness have been the object of several recent studies. 
Results are still fragmentary and difficult to interpret. 
In addition to such formal studies as Social Class and 
Mental Illness, there are also numerous impression- 
istic studies!?-2? which suggest that our society is in 
a pretty sorry mess, and that the emotional ills of our 
citizens stem more or less directly from social pres- 
sures. Certainly there are many false gods and ideals 
that we chase after, but it is difficult at this point to 
tease out what is really pathogenic, and what is only 
a manifestation of a stage of transition in our culture 
as it grows and develops. 


B. SUSCEPTIBLE INDIVIDUALS 


If we turn our attention now to the susceptible in- 
dividual, we can begin to look at the factors influenc- 
ing his vulnerability to pathogenic agents: the heredo- 
congenital nucleus of personality. 


1. Hereditary influences. 

The work of Kallman?’ and others in the genetics 
of schizophrenia no longer leaves much room for 
doubt that there certainly are hereditary influences in 
the schizophrenic process, or more accurately in cer- 
tain instances of schizophrenic illness. We should per- 
haps think in terms of a variety of causation, with cer- 
tain cases of schizophrenia lying at the hereditarily 
determined end of the spectrum, others at the psycho- 
genetically-induced extreme. 

Several examples of inborn errors of metabolism 
have been elucidated in recent years, and offer great 
promise as far as preventive psychiatry is concerned. 

1. Phenylketonuria is a recent example of the dis- 
covery and investigation of an error of metabolism, 
hereditarily determined, which can be detected early 
in life and with proper dietary management can be 
controlled so that the severe mental retardation that 
would otherwise occur does not develop. We can 
speculate and suspect that this is only one of many 
such conditions. 
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2. Amaurotic familial idiocy is another example 
of an hereditarily determined mental deficiency, which 
in time may perhaps be preventable as medical 
genetics has more scientific facts available and is 
allowed by society to exert some preventive function 
through the maintenance of genetic registries. 

3. Porphyria is an interesting example of a demon- 
strable abnormality in metabolism, which is often ac- 
companied by dermatitis and varying mental and emo- 
tional disorders. A particularly clear example of 
the genetics involved in transmission has been pub- 
lished concerning its occurrence in South Africa, 
where it can be traced all the way back to the original 
Boer couple who brought the genes into the colony.*# 
Again, this is an example of an area in which medical 
genetics, through the practice of eugenics, may some 
day be able to play a preventive role. 

There are a whole variety of rare conditions with 
physical-mental abnormalities associated, presumably 
on a hereditary basis, and undoubtedly more of these 
will be isolated, described, and hopefully eventually 
prevented as the science of psychiatry progresses over 
the years. New techniques of investigation of human 
chromosomes patterns, chemical characteristics of 
genes, etc., promise to expand our knowledge in this 
area rapidly.?5 


2. Constitutional causes of increased susceptibility 
of the individual to organic or psychological stress 
might be sub-divided as follows: 

Infectious causes of intra-uterine maldevelopment 
are undoubtedly very common, but definitely proven 
etiologies are relatively few at the present time. 

1. German measles occurring during the first 
trimester of pregnancy causes a high incidence of 
mental and physical abnormalities. It seems likely 
that other viral diseases may also cause abnormalities 
in the developing fetus, and play a role in the emo- 
tional diseases of obscure etiology. 

2. Congenital syphilis, once a common cause, is 
so rare now as to be of almost no importance. 

Traumatic brain damage occurring at the time of 
birth, previously mentioned, may impair the coping 
abilities of the organism at crucial points of stress 
later in life. 

3. It is perhaps trite and condescending to talk about 
the theory of individual differences, that is the theory 
of basic constitution, since it is so familiar in the 
many ramifications that it has appeared in the psycho- 
logical literature. We have probably added little of 
importance since Plato commented many centuries 
ago that people are different and have different talents 
and utilize their different talents, but frequently I 
suppose we do tend to forget it and get caught up in 
all the complicated scientific mumble-jumble of voca- 
tional and personnel testing. To avoid becoming in- 
volved in the trap of such stereotypes as “‘vocational 
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aptitude,” perhaps we should remind ourselves oc- 
casionally that people are different in many ways, that 
the concept of the “genital individual” is only a mi- 
rage after all, and that there are many paths to truth 
in this world, many ways of adapting to life, many 
ways of being normal. 


C. THE ‘‘VECTOR”’ 


1. Person-to- person contact is the chief mode of trans- 
mission, we would assume, of intrapsychic disturb- 
ances which stem from long-standing interpersonal 
conflict and frustration. Emotional illness is as in- 
fectious as that caused by bacteria; illness breeds 
illness. 


2. Socio-cultural carriers: 

The communication media have been widely 
damned in recent years as conveying false values, en- 
couraging violence, glamorizing crime, sexing up our 
society, etc. There is no disputing any of these things, 
but it is also wise to look at some of the positive at- 
titudes and values that have been transmitted by these 
same media, and not to condemn them entirely. Many 
people have commented on the passivity of the ego, 
whatever that means, among current American youth, 
and while that may be due to television, I rather doubt 
it, but imagine that it stems from more general so- 
ciological phenomena. The comics have also come in 
for their share of blame, and I doubt seriously if we 
really know what children get out of comics. 

The influence of sub-cultural attitudes and values 
upon personality development and organization, as 
well as on behavior, are too well known to bear dis- 
cussion here. As the carrier of pathogenic attitudes, 
various sub-cultures are quite potent, and I suppose 
the major preventive efforts are being carried by our 
culture, as it inexorably invades the insularity of all 
cultural sub-groupings, and makes us all more and 
more alike. 


D. THE ILL PERSON VERSUS THE CARRIER 


This leads into a difficult conceptual problem, 
since, as I have already said, we are so prone to call 
people ill that we find a patient behind every bush. I 
suppose that we might adopt society's criteria for 
illness, and say that a person is mentally ill when his 
friends, family, neighbors, and community feel that 
he is ill, single him out as being different from the 
general mass of humanity, and label him as queer, 
odd, sick, crazy, or whatever phrase may be used. 
While behavioral criteria promise more scientific ex- 
actitude, societal criteria of illness are quite functional 
at this stage of our preventive efforts. The concept of 
isolating and treating carriers as well as ill individuals 
has been a sound one in many fields of preventive 
medicine. I am rather at a loss to say anything par- 
ticularly profound about how we are going to apply 


this concept to mental health prevention, since it is 
neither practically, nor I think theoretically, plausible 
to try to treat every mildly neurotic mother to prevent 
any of her children from becoming disturbed at any 
point during their future lives, even if we knew— 
which we do not—that treatment would achieve this 
end. 


Levels of Approach to the 
Problems of Prevention 


Now that we have looked at some things that have 
been done, have pointed out some problem areas, 
have perhaps gotten some feel for the general model, 
perhaps we can proceed to talk about various levels of 
approach to the problem, and then move on to discuss 
implications for action. 


A. PRIMARY PREVENTION 


Before we talk about preventing mental illness, in 
the terms of absolute primary prevention, perhaps it is 
not amiss to look back on some previous attempts that 
have been made in the field of public health, to gain 
some perspective and hopefully some humility and 
temerity. As recently as the 19th Century, the firing 
of cannon was widely practiced when a populace was 
struck by an epidemic, in order to dispel the poison- 
ous miasma. The professional healers supported such 
activity, and in the noise and confusion people some- 
how did not notice for several hundred years that 
the commotion was not in the least effective. 

Let us hope then, that in our efforts at prevention 
we do not fall into such evil ways, and substitute 
noise and random activity for constructive action. I 
believe that we cannot attempt prevention without 
knowledge of etiology and that attempts to do so 
are only a form of magic, a kind of warding off proc- 
ess, which is a little like whistling in the graveyard at 
night to deny one’s fear. We are as ineffectual in 
preventing the major psychiatric illnesses (those gen- 
erally grouped under the term schizophrenia) as the 
medical profession is in preventing diabetes, heart 
disease, arthritis, and cancer. Therefore, I would 
submit that our attempts at primary prevention are 
premature: that we have inadequate knowledge to 
really prevent the so-called functional disorders; that 
our declarations of good intentions are no substitute 
for adequate treatment facilities; and that we cannot 
really promise to deliver a program in preventive 
psychiatry at this time. What, then, can we do? 


B. CASEFINDING 


Secondary prevention is the most appropriate level 
at which to currently attack the problem of ‘‘prevent- 
ing recognizable mental disorder.” Immediately, how- 
ever, we run into the bugaboo of the incidence studies, 
and ate faced with an overwhelming number of 
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“cases” if we accept the criteria of some of these 
reports. However, if we choose a rather circumscribed 
population, such as that currently enrolled in the 
public schools, we might wonder what a soundly con- 
ceived, adequately supported, intelligently carried-out 
program of rigorous casefinding might accomplish. 
The study by Bower demonstrates that behavioral ab- 
normalities of patients subsequently hospitalized are 
usually recorded in their school records; that a great 
source of behavioral data exists from teacher's ob- 
servations that could be used in any casefinding pro- 
gram; and that the schools must function as casefind- 
ers whether they want the role or not.?6 The St. Louis 
studies, involving 30-year follow-ups of children, also 
suggest that school behavior is a useful predictor of 
subsequent adjustment.?7. 28 

At the University of Kansas we are pursuing a re- 
search program in an attempt to elaborate better 
methods of casefinding, while at the same time doing 
studies of the effectiveness of casefinding as it is pres- 
ently structured in the university milieu. This is 
being accomplished by a retrospective study of the col- 
lege adjustment of individuals who have subsequently 
been hospitalized, asking whether they were seen as 
ill while at the University and whether they were 
offered help while they were students. We also plan 
on adding a staff person whose primary responsibility 
will be to work with the faculty and administration 
in terms of understanding their role in the emotional 
life of their students more fully, sensitizing them to 
problems in their students, and supporting them in 
their attempts to attain more closeness with their 
students and to be more genuinely helpful. There is 
one particularly vivid example of the inadequacy of 
present casefinding methods at the University. This 
year, a student was admitted and in residence at the 
dormitory for several weeks before it was discovered 
through our screening of the medical records that he 
was preoccupied with homicidal ideas, and had been 
psychotic for many years, upon occasion to the point 
of being assaultive. In looking at what had happened 
in the dormitory, it was found that the counsellors 
knew all about his delusional system, had heard him 
talk about his thoughts about killing various people, 
but in their attempts to be psychological-minded and 
kind had explained it all away and did not take any 
action until we took the initiative. 

We might ask here whether the treatment of pa- 
tients, as it is generally practiced clinically, is in any 
way preventive psychiatry. I think it is, because of 
the infectious quality of emotional disorders; a dis- 
turbed individual gives his problems to the people 
about him. Whether the treatment policy that we 
currently follow is really effective in promoting 
change is moot, and some of the recent literature 
questions the efficacy of psychotherapy.?°-8° We all 
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agree that the state hospital is obsolete and is a monu- 
ment to our failure. The Community Guidance Clinic 
also is already a little bit outdated, a little bit out of 
step with the times, and its concept of clinical service, 
so little changed in 40 years, has not expanded as 
rapidly as it might. Perhaps the time is here for a 
program of more complete psychiatric care within the 
community, which recognizes the variety of kinds of 
treatment that can help different kinds of people with 
different sorts of problems, and that no longer stresses 
a particular type of psychotherapy to the exclusion of 
other forms of treatment. Group living experiences, 
such as day care centers for disturbed children, and 
day and night hospitals for adults certainly should be 
a part of any really adequate community treatment 
resource, in addition to an inpatient unit in the local 
general hospital. 


Implications for Action 


Several thoughts come to mind about programs 
which can be instituted by the community mental 
health centers. 


A. A RETROSPECTIVE STUDY OF EMOTIONALLY 
ILL STUDENTS 


Looking back at the school behavior of students 
who become emotionally disturbed, as recorded on 
cumulative records in the schools, should be done in 
many communities, in order to impress the schools 
with the importance of their role in early casefinding. 
I do not have any illusion about the openness of 
school personnel to really using mental health prin- 
ciples, and realize that beneath the surface of lip 
service there is often a real divergence of values. I 
believe that a program of this sort, however, to dem- 
onstrate to the community at a local level the impor- 
tance of the schools’ responsibility to their students in 
terms of serving as casefinders, would be very help- 
ful. 


B. A SERIES OF RETROSPECTIVE STUDIES IN VARIOUS 
COMMUNITIES OF HOSPITALIZED PATIENTS 


A look to see the average lag between onset of 
their symptoms and their getting any type of help, 
to look at the type of help they got, to see what hap- 
pened to people as they struggled with their illness 
and tried to get some relief of their pain, would be 
most helpful in beginning to understand how the 
network of referral and treatment agencies in a given 
community actually functions, not how it is supposed 
to function or how people think it might function. 
I think the hospitalized patient is excellent for this 
purpose because the names of such patients can be 
readily obtained from central files, and because they 
can be considered more or less prototypical of seri- 
ously disturbed individuals in the community, in that 
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they will severely test the community’s resources and 
skill. Recent epidemiological and sociological studies 
of suicide show how enlightening this sort of ap- 
proach can 33 


C. A LoNG Way To Go 


We are a long, long way from achieving the sort 
of integration into the life of the community that 
the private physician has accomplished. Adequate 
casefinding can proceed only when it is no more 
frightening to consult a mental health specialist than 
to take one’s child to a pediatrician. Experiments in 
pre-school mental health check-ups have suggested 
that this is an excellent way to combine service and 
education,*4 without arousing anxiety in the commu- 
nity (as some educative projects have done.®>) Only 
when a psychiatrist can be consulted without undue 
fear and with a reasonable expectation of help will 


the function of secondary prevention be firmly. 


grounded and adequate to the needs of our society. 


University of Kansas 
Student Health Service 
Watkins Memorial Hospital 
Lawrence, Kansas 
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Actinomycosis of Ano-Rectum 


Two Cases Are Reported and Discussed 


JOHN G. CAMPBELL, M.D., and 
FREDERICK B. CAMPBELL, M.D., Kansas 


THIs IS A REPORT ON two cases of actinomycosis from 
Eastern Kansas. Both cases involved the anorectal 
area. One was clinically a submucus rectal fistula, 
the other an indefinite mass in the perianal fat. 

Case 1. Mr. E. F. J., age 49; occupation, house- 
wares dealer; resident of Eudora, Kansas. He gave 
a history of intermittent rectal soreness for 17 months. 
He refused to have the recommended surgery and 
for four years his recurrent abscesses were treated 
with antibiotics. 

An acute exacerbation of the infection and increas- 
ing rectal stenosis forced his decision for surgery. 
He entered St. Mary’s Hospital October 20, 1956. At 
that time he had a normal blood count, normal urine 
and a negative x-ray study of the chest. General ex- 
amination was negative. The fistulous opening at the 
anorectal line posterior was still present. Induration 
and fibrosis had resulted in stenosis to the size of the 
index finger, but the mucosa was intact. 


Sulfur Granules Present 


The striking observation at surgery was the ex- 
tensive fibrosis of the wall of the abscess cavity and 
associated tracts and the presence of “sulfur granules” 
in the purulent exudate. All tracts were opened and 
the wound “‘saucerized” as much as possible by trim- 
ming the overhanging edges and excising much of 
the dense scar. 

The surgical therapy was supplemented by the ad- 
ministration of 400,000 Procaine penicillin and 0.5 
gm. streptomycin intramuscularly twice daily. Neomy- 
cin and Sulfasuxadine® were given orally. 

Tissue from the surgical specimen were inter- 
preted as compatible with the diagnosis of actinomy- 
cosis. A smear of the “granules” and purulent mate- 
rial showed mycelial elements of actinomyces. 

Healing was slow, but there has been no recur- 
rence to the present time. 

Case 2. Mrs. B. C. D., age 56, housewife, a resi- 
dent of Liberty, Kansas had noticed a mass in the 
left posterior ischiorectal space for the past two years. 
It was not tender and there was no drainage. Upon 
admission to St. Mary’s Hospital, December 2, 1954, 
the examination was negative, except for the non 
tender movable mass six centimeters in diameter in 
the left posterior ischiorectal space. Incision into 
this mass revealed purulent material containing char- 
acteristic “sulfur granules.” There was no extension 
to the anus or rectum. A smear of the purulent mate- 


City, Missouri 


rial showed actinomyces elements in the granules and 
exudate. The wound was saucerized by trimming the 
skin edges and excising the fibrous base. The surgical 
treatment was supplemented by administration of 
400,000 penicillin and 0.5 gm. streptomycin intra- 


The cardinal principle of treatment 
continues to be the excision of as much 
infected tissue as possible leaving open 
wounds for thorough drainage. The post- 
operative use of antibiotic therapy ap- 
pears to be of distinct value. 

Two discussed cases of actinomycosis 
involving the anorectal area, treated by 
this method have had no recurrence 
after four years. 


muscularly twice daily for ten days and sulfadiazine 
4.0 gm. daily for 36 days. She has remained well to 
the present time. 


History 

The disease was long known as ‘Lumpy Jaw’ of 
cattle. Bolling first reported the bovine infection 
in 1877, credit being given Harz for isolating, de- 
scribing and naming the causative organism, actino- 
myces bovis. By 1885 Israel*: 5 had accumulated and 
reported 38 cases of human actinomycosis. There was 
an apparent predilection for farmers, assumed to be 
from association with cattle and the chewing on wheat 
stems during harvest. With increased interest and 
knowledge of the disease, it was also found in urban 
dwellers. 

The order actinomycetales includes actinomyces, 
nocardia, mycobacterium and streptomyces. They are 
a group of ray fungi intermediate between bacteria 
and more complex fungi. Their growth and staining 
are somewhat erratic.® 

Actinomyces bovis, named for its production of 
“Lumpy Jaw” of cattle is difficult to grow and isolate 
in the laboratory. Cultures, when successful, may take 
two weeks. The usual laboratory animals are quite 
resistant to it. Direct stain or smear showing the 
mycelial elements must often be relied on for diag- 
nosis. Some of these organisms may also fragment 
into rod forms and be acid fast. 

(Continued on page 516) 
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Cystic Lymphangioma (Hygroma) Within the Mediastinum 


Edited by HARRY L. MANNING, M.D. 


Dr. Hardin (Moderator): We have an unusual 
case to discuss today. May we have the history, 
please? 

Dr. Griffin (Resident): The patient is a 65-year- 
old white lady who was referred to this hospital by 
her local physician because of the finding of a mass 
in the right chest on x-ray examination. The patient 
had no complaints referable to the right chest but had 
experienced rather severe intermittent, non-radiating 
sharp pains in the left chest during the preceding one 
month period, and it was because of this complaint 
that she had consulted her physician. Some exertional 
dyspnea, fatigability, and a pressure sensation in her 
left chest had been experienced during the last two or 
three years, and she had been diagnosed hypertensive 
about five years ago. A chest film in 1957 revealed 
cardiomegaly, but otherwise was negative. 

At the time of admission here, the patient did not 
appear ill. Her blood pressure was 184/104. The 
heart was not thought to be enlarged, a grade II 
aortic systolic murmur and an ejection click were 
heard over the aortic area and a diastolic murmur of 
aortic insufficiency was heard along the left sternal 
border. Lungs were clear and there were no other 
important findings on physical examination. A num- 
ber of x-ray studies were then done. Perhaps this 
would be a good time to have them presented. 

Dr. Hardin: May we have your discussion of the 
x-ray findings, please, Dr. Davidson? 

Dr. Davidson (Resident): Films of the chest 
were taken in PA and lateral views. The heart size 
is within normal limits. There are calcified nodes in 
the hilar area. A mass is present in the right medial 
portion of the chest, lying either just above the hilum 
or perhaps involving the superior portion of the 


Cancer teaching activities at the University of Kansas 
Medical Center are aided by grants from the National Cancer 
Institute, U. S. Public Health Service, and from the Kansas 
Division of the American Cancer Society. Dr. Manning is 
a trainee of the National Cancer Institute. 
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hilum and lying at the level of the aortic arch 
(Figure 1). The lateral film suggests the hilar struc- 
tures are not altered. Planigrams suggest a possible 
connection with the hilar nodes. The mass appears to 
lie somewhat anteriorly and there is no deviation of 
the trachea. The mass is smooth along its medial 
border and blends in smoothly with the cardiac 
shadow. No alterations in density are seen within the 
mass. It measures approximately seven cms. in length 
and three cms. in width although the margins at the 
superior and inferior poles are indistinct. Peripheral 
lung fields are clear. 

We also have films of an intravenous pyelogram 


Figure 1. Roentgenograph of chest, posterior-anterior 
view, showing the mediastinal mass. 
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study done elsewhere. This was negative. We did an 
upper and lower G.I. study which also were negative. 

Our differential diagnosis of the mass in the right 
chest would include a dermoid, although the patient 
is somewhat older than the usual patient with this 
finding. We might also think of a thymoma, a bron- 
chogenic carcinoma, or possibly an aneurysm of the 
innominate artery, although no calcification was seen. 

Dr. Mantz (Pathologist): Does one ever see a 
pericardial celomic cyst this high in the mediastinum? 

Dr. Davidson: Usually these cysts are located 
lower, below the region of the heart base, and with 
planographic studies, one can trace them right into 
the pericardium. I have never seen any this high. 

Dr. Hardin: What about a reduplication cyst or a 
bronchial cyst ; could these lie in this location? 

Dr. Davidson: Yes, they are other possibilities. 
We might also consider an esophageal cyst. 

Dr. Mantz: I would like to mention that although 
it would be quite unusual for the lesions of Hodg- 
kin’s disease to be unilateral, such can occur. 

Dr. Hardin: What was done next, Dr. Griffin? 

Dr. Griffin: A right scalene node biopsy and a 
bronchoscopy were performed and bronchial washings 
were procured for histologic examination. The node 
biopsy and bronchoscopy procedures were reported 
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as negative, and the bronchial washings were reported 
as showing many atypical cells. A gynecologic consul- 
tation also was obtained, and no pathology within the 
pelvis was found by the consultant. The patient then 
was taken to surgery and a thoracotomy performed. 

Dr. Hardin: What was the preoperative diag- 
nosis ? 

Dr. Griffin: Carcinoma of the bronchus. 

Dr. Hardin: What were the findings ? 

Dr. Griffin: The mass was a rather well circum- 
scribed, soft cystic lesion lying in the superior medi- 
astinum between the superior vena cava and the tra- 
chea with the azygos vein arching over it. It was easily 
separated from surrounding structures and was ex- 
cised. The patient did very well following surgery 
and was discharged a week later. 

Dr. Hardin: Dr. Mantz, will you discuss the 
pathology of this lesion, please? 

Dr. Mantz: The surgical specimen consisted of an 
irregular, somewhat ovoid, soft, red-brown mass 
weighing 48.2 grams and measuring 6 x 4 x 3 cms. 
As you examine the specimen (Figure 2), you will 
note that the externa! surface is globular and one can 
see in several areas what appear to be the very thin 
and transparent walls of cystic structures. The cut 
surface confirms the fact that the lesion is indeed 


Figure 2. Gross appearance of the mediastinal lymphangioma. 
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polycystic. The loculations contained clear, watery, 
somewhat bloodstained fluid. The over-all matrix is 
exceedingly soft. The external surface is sharply 
demarcated, although a well-defined capsule is not 
demonstrated. 

Let us turn our attention now to the histologic 
features of this lesion. One sees that it consists of a 
congery of irregular spaces having walls which are 
densely fibrous. Contained within the walls are rather 
large amounts of lymphoid tissue (Figure 3). A rem- 
nant of an apparently healed granuloma is present in 
one area and presumably is related to the hilar calci- 
fication observed by the radiologist (Figure 4). 
The cystic spaces are lined with a flattened layer of 
cells which could be either mesothelium, flattened 
epithelial cells or endothelium. I find it quite impossi- 
ble to make definite identification on their mor- 
phology alone. It should be noted, however, that the 
presence of lymphoid tissue is quite outstanding 
throughout the lesion, a feature which I consider to 
be of paramount significance. The presence of a gran- 
uloma within the lesion strongly suggests that it was 
behaving like a lymph node, presumably draining the 
pulmonary area. One also finds the presence of an- 
thracotic pigment which has the same significance. 

I would like to point out one additional feature 
because I believe this to be a most important aspect 
in the differential diagnosis, that is the presence of 
small, smooth muscle deposits within the cyst wall. 
These are cells which are long and spindle-shaped. 
They tend to be arranged in distinct bundles and 
have an abundance of eosinophilic cytoplasm. This, 
I believe, is a hallmark of this lesion. 

In view of these histologic features, we might 
consider the diagnostic possibilities and I believe 
there are three major considerations. The first is that 
of a pericardial celomic cyst which I think the radi- 
ologist has very well excluded because of the position 


Figure 3. Microscopic appearance of the lymphan- 
gioma showing the characteristics of the cyst wall and 
the cells lining the cysts. Note the presence of abundant 
lymphoid tissue. X-135, reduced about one-fourth. 


Figure 4. Photomicrograph showing a portion of 
the granuloma in one part of the mass. Note the giant 
cells at the edge of the granuloma, the adjacent lymph- 
oid tissue and anthracotic pigment. X-135, reduced 
about one-fourth. 


of the lesion. One should be aware, however, that 
such structures do occur, are sometimes multilocular 
and are lined with a flattened mesothelial type cell. 
The second possibility for consideration would be 
cystic degeneration within the remnants of the thymus 
gland. This may not seem probable, but the epithelial 
elements of the thymus, manifest in most instances 
by the Hassall corpuscles, may undergo cystic change 
and become markedly flattened. Therefore, I doubt 
that we can exclude this possibility just on the basis of 
the extremely flattened cells which line the cystic spaces. 
The third possibility, and the one which I think most 
everyone would accept, is that this is a lymphatic 
tumor, a cavernous lymphangioma or a so-called cystic 
hygroma. I believe this diagnosis is established by the 
demonstration of smooth muscle within the tumor 
substance, a feature which would not be found in the 
pericardial cyst or in cystic degeneration of the thy- 
mus. 

One is treading on rather thin ice on making such 
a diagnosis, since such a neoplasm is exceedingly rare 
in this location. Out of 109 consecutive cases of medi- 
astinal cysts, reported by Blades! from his extensive 
Army experience during World War II, there was 
not a single instance of lymphangioma or a cavernous 
angioma in the mediastinal area. Nix,® in reporting 
42 cases of lymphangiomas, mentioned none within 
the mediastinum. As a matter of fact, Gross and Hur- 
witt* report only 19 instances of cervicomediastinal 
cystic hygroma in the total world literature up to 
1948 and state that the mediastinal hygroma is even 
more rare. Although a number have added to the 
literature since then, it remains a very rare lesion. Why 
is this a rare lesion in this location? The lymphatic 
system, as the vascular system in general, is derived 
from bundles of endothelium that differentiate 
throughout the body and which ultimately gain con- 
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fluence one with another. It is thought by many, and 
probably quite correctly, that the lymphatic system 
per se also represents budding of large sac-like struc- 
tures from the venous system. This budding occurs 
classically in three areas, the most common of which 
is the cervical region, the second most common, the 
axillary region and the third most common, the 
inguinal region. These are the only common sites in 
which one finds cystic hygromas. The pathogenesis of 
this lesion in the mediastinum, then, is relatively ob- 
scure from what we know embryologically or anatom- 
ically. It is thought by many that the mediastinal 
lesions represent a migration downward of the bud- 
ding lymphatic anlage from the cervical region into 
the anterior portion of the mediastinum where it 
undergoes growth and ultimately gains contact with 
the lymphatic system in general. There is some 
evidence for this hypothesis, inasmuch as the medi- 
astinal lesion has not as yet been reported in the very 
young. The average age is about 40, although one 
instance of this lesion in a 13-year-old boy has been 
reported.” Gross and Hurwitt* point out the fact that 
the usual cystic hygroma in the neck occurs in the very 
young, the combined cervical and mediastinal lesions 
occur in the slightly older age group, and then 
supposedly after migration has had time to occur, the 
isolated mediastinal lesion is found in the older in- 
dividuals, as in the patient whom we have the 
privilege of discussing today. 

Dr. Hardin: This certainly is an unusual location 
of an unusual lesion. As mentioned, the cystic hy- 
groma generally occurs in the neck, axilla or groin 
areas. The lesion is of particular importance in the 
small child because of its local invasive tendency 
resulting in extension of the lesion between struc- 
tures in the neck or around the brachial plexus or 
in the upper mediastinum, making the surgery quite 
time consuming and the lesion often quite difficult 
to completely remove. The treatment of choice in 
these lesions is generally considered to be surgical ex- 
cision which should be done very early because of the 
airway problem and because the longer the lesion 
is left in place the more invasive it becornes. One 
should also keep in mind that since this is a deriva- 
tive of lymph channels, there is communication with 
the superior venous system and, therefore, the injec- 
tion of any sclerosing substance into the lesion cer- 
tainly is fraught with danger, because a thrombosis of 
the innominate, subclavian or superior vena cava 
could then result. 
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Actinomycosis of Ano-Rectum 
(Continued from page 512) 


Actinomyces bovis is most constant in its filamen- 
tous growth. In this form it produces mycelial clumps 
which are most characteristic. These minute yellowish 
clumps are called “sulfur granules.’ They are easily 
distinguished in the exudate of draining sinuses and 
abscesses. 

Actinomyces bovis is often saprophytic in man. One 
common site is carious teeth and it may be found 
throughout the ora-pharynx and respiratory passages. 
Trauma seems to be a pre-requisite for entry into the 
tissues. According to Smith the rate of involvement 
of different areas are, cervico-facial 50 per cent, ad- 
dominal 20 to 30 per cent and thoracic 15 per cent. 
After penetration, spread is by direct extension, there 
being little evidence of hematogenous spread. The 
amount of spread depends on the virulence and host 
resistance. The typical course is abscess formation, 
fistulization, and granuloma. In the chest this may 
simulate tuberculosis. The usual limiting membranes 
are no barrier to extension. 

The early treatment was wide surgical excision, 
supplemented by oral administration of potassium 
iodide and x-ray therapy. The broad spectrum anti- 
biotics have been a distinct advance in therapy with 
improved cure rate. Sensitivity tests can be run on 
cultures to determine the most effective drug. 
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THESIS 


The Oral Method of Contraception 


STANLEY D. KERN, M.D., Kansas City, Missouri 


THE PURPOSE OF THIS PAPER is the discussion of the 
rapid population growth, the need for its control, and 
a brief survey of religious and moral attitudes on 
conception control. The mode of action and future 
effect upon the human female reproductive system 
of three synthetic steroids and one unrelated non- 
steroidal substance when taken orally is presented. 


“Control by men and women over the number 
of their children is one of the first conditions of 
their own and the community welfare, and in 
our view mechanical and chemical methods of 
contraception have to be accepted as part of the 
modern means, however imperfect, by which it 
can be exercised.” Royal Commission on Popula- 
tion, 1949. 


Population Boom 


Medical science by its continual efforts in saving 
and prolonging life has been a major factor in the 
rapid and increasing growth of world population dur- 
ing the last 100 years. Many people feel that the 
medical scientist has thereby incurred a heavy re- 
sponsibility for the dangers from this growth. Among 
the problems is that of perfecting some acceptable 
and effective method of controlling human fertility. 
The answer lies in the field of birth control. The 
medical scientist must and can do something to re- 
store the balance of life and death which has been 
offset by so called “death control” by searching for a 
practical, acceptable, and economical method for con- 


This is one of a group of theses written by fourth year 
students at the University of Kansas School of Medicine, 
selected for publication by the Editorial Board from a group 
judged to be best by the faculty at the school. Dr. Kern is 
now at the St. Lukes Hospital in Kansas City, Missouri. 
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trolling the mechanism of reproduction. It is logical 
that a route be sought which will utilize the knowl- 
edge of the physiology of the reproductive processes. 

It is generally agreed that present methods of 
contraception depending on the use of mechanical 
obstruction and spermicides are useful only when 
faithfully and intelligently employed. Without a 
doubt this leaves out a vast segment of the world’s 
population either because of neglect, unconcern, irre- 
sponsibility, or lack of intelligence. 

Even a casual knowledge of human physiology is 
sufficient to suggest that in this area lies the eventual 
answer to this fundamental problem, but as yet 
physiological control of conception has remained 
almost totally unexplored. This is in part due to 
lack of interest but of much more importance, has 
been the taboos imposed by religious and cultural 
groups. 


Ideal Contraceptive 


Let us look at the criteria of an ideal contraceptive 
and discuss the attributes of certain oral compounds 
used to control fertility. Millman and Hartman dis- 
cuss the criteria of an ideal contraceptive in the fol- 
lowing manner: 


FUNCTIONAL—NECESSARY FOR USE 


1. Safety—The given drug must have minimal 
toxicity and irritation with a high therapeutic in- 
dex. It must have minimal side effects, and it must 
not be cumulative or abortifacient. 

2. Effectivity—This must be demonstrated in 
actual tests. 

3. Rapid action. 

4. Rapid reversibility—It must not disrupt the 


4 : 
| 
| 
| 
| 
| 
‘ 
| 
| 
| 
= 
Lie 


518 THE JOURNAL OF THE KANSAS MEDICAL SOCIETY 


complex balance system of functions of the body. 
It must not depend closely on physiologic timing 
because of the variability from person to person. 


Non-FUNCTIONAL—NoT ABSOLUTELY 
NECESSARY BUT DETERMINE THE ACCEPTANCE 
AND AVAILABILITY OF THE PRODUCT 


1. Low cost—Medication must be available to 
all social economic classes. 

2. Acceptability—Namely in taste, odor, and 
size. 

3. Purity—The medication must be pure and 
reproducible. 


The biological requirements of an ideal method of 
preventing conception should be effective over a 
known period of time and should be simple enough 
to be generally available and easily usable to any 
people intelligent enough to understand the possible 
consequences of the coital act and to know whether 
they wish to conceive. Contraception should involve 
only occasional dosage by mouth and it should cer- 
tainly not depend on loca! action contemporaneous 
with coitus. It should have no effects other than the 
prevention of conception. Tyler and Olson state that 
the effectiveness of any such drug not only depends 
upon its biological effectiveness in not permitting 
fertilization of an ovum or even not permitting ovula- 
tion to occur, but it must of necessity be acceptable 
to the public. Without a high index of acceptance 
these drugs, no matter how effective, will not be used, 
and of necessity these drugs’ effectiveness depends 
upon their constant and regular use. 

In order to evaluate the effectiveness of a contra- 
ceptive method Tietze distinguishes three levels, i.e. : 


Physiologic—This is a measure of the protection 
afforded under ideal conditions which are rarely 
present. The method when measured in this man- 
ner only should be the most effective. 

Clinical—This equals “‘use effectiveness,’’ that is with 
more or less consistent use and with more or less 
care and skill. The rates of effectiveness in this 
group are higher among intelligent people, higher 
in cities than rural areas and higher among those 
seeking advice as compared to those not seeking 
advice. It is related to motivation. 

Demographic—This is more inclusive and reflects 
clinical effectiveness plus all of those factors which 
may promote or discourage continued reliance on 
a certain method. 

It is known that couples who rely on a given con- 
traceptive method for a long period have less preg- 
nancies than a group using the identical method with 
the same skill but for a shorter period. 

Pregnancy rates of about 80/100-woman-years of 
exposure are common in the United States without 
any means of contraception. In measuring the efficacy 
of a contraceptive method Stix and Notestin express 
the number of pregnancies with a period of contra- 


ception to that expected without contraception respec- 
tively: 4/100-woman-years to 80/100-woman-years 
or 76 out of 80 pregnancies have been prevented or 
it is 95 per cent efficient. A study conducted in Indi- 
anapolis by Westoff concerning the effectiveness of 
various conventional contraceptive devices gives a rate 
of 12/100-woman-years with the lowest rates in the 
highest socio-economic groups. The lowest rates with 
the following devices were in the following order: 
(1) diaphragm and jelly, (2) condom, (3) with- 
drawal, (4) douche. 

It is of importance at this point to look at the 
position of certain religious faiths on this matter 
and by this determine if this method is acceptable 
to their basic tenants concerning this matter. 

The Methodist Church “We believe that planned 
parenthood practiced in Christian conscience may ful- 
fill rather than violate the will of God.” 

The United Lutheran Church “Husband and wife 
are called to exercise the power of procreation re- 
sponsibly before God. This implies planning their 
parenthood in accordance with their ability to provide 
for their children and carefully nurture them in full- 
ness of faith and life.” 

The Congregational Christian Churches “We favor 
the principle of voluntary childbearing believing that 
it sacramentalizes physical union and safeguards the 
well being of the families and society. 

The Protestant Episcopal Church “We endorse the 
effort being made to secure for licensed physicians 
and medical clinics freedom to convey such informa- 
tion as is in accord with the highest principles of 
eugenics and a more wholesome life.” 

The Catholic Church Pope Pius XII stated in his 
last message to physicians, “The Church disapproves 
of every experiment of genetics which would make 
light of the spiritual nature of man or treat him on a 
level with any member of the animal species.” 

Direct sterilization, that is, sterilization with the 
intention either as a means or as an end of making 
procreation impossible is a grave violation of the 
moral law and therefore illicit. Regarding the use 
of pills and remedies to prevent ovulation, he asks 
if it is licit to prevent ovulation by means of pills 
used as remedies for excessive reaction of the uterus 
and of the organism, even though this medicament by 
preventing ovulation also makes conception impossi- 
ble. The answer depends on the intention of the 
person. If not taken to prevent conception, but on 
the advice of a physician as a remedy for a disorder 
of the uterus or organism, the indirect sterilization 
caused would be permissible. A direct sterilization 
is accomplished and therefore illicit when one pre- 
vents ovulation in order to preserve the uterus or 
organism from the consequences of pregnancy which 
could not be borne. 

It was the will of the creator that the human race 
should propagate itself precisely through the exercise 
of the sexual function. “‘Man does not have the right 
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to dispose of his own body.” The Catholic Church 
will never endorse artificial contraception because this 
violently frustrates nature’s most sacred act. The 
Church does look with sympathy on the family 
which has serious reasons to limit the number of 
children by abstinence, periodic, or sustained. 

Regarding overpopulation and birth control the 
Church believes when this condition exists many 
families will have sufficient serious reasons for the 
use of periodic abstinence, thus, growth of popula- 
tion will be impeded as a by-product. But it believes 
this is not the ideal situation. It desires that men so 
activate national and international factors of pro- 
duction as to provide ample scope for family expan- 
sion. Since the presence of numerous offspring cor- 
responds with man’s nobler aspirations, spouses 
should remain at the service of life generously even 
at the price of considerable hardship. 

It is the Church’s general opinion that if all the 
land on the earth was intensively cultivated it could 
support ten times the present population or approxi- 
mately 28 billion people. It is also their opinion that 
birth control is a clumsy, slow, ineffective, uncertain, 
inhuman, unnatural, and immoral method of solving 
overpopulation ; whereas good business, good politics, 
and Christian virtue are superior in every respect. 
Therefore, to this group the threat of overpopulation 
is a product of idle speculation rather than of rea- 
soned thinking. 

However, on the contrary, Pirie states that people 
could achieve whatever level of population they 
wished if they were informed about contraceptive 
techniques and had all the necessary equipment. 

Realizing that contraception of any form may not 
be the total answer to the problem of overpopulation 
and that a large group of the world’s population 
belongs to the religious faith which frowns upon such 
practice, let us examine one proposed method for 
fertility control, i.e., that of cyclic oral consumption 
of agents which affect ovulation. 


Three Synthetic Steroids 


The following discussion is limited to three syn- 
thetic progestational steroids and m-xylohydroqui- 
none, which is questionably a progesterone or estro- 
gen inhibitor. 

In the last few years there has been renewed inter- 
est in compounds with high progestational activity 
which show oral potency and prolonged duration. 
They are the 19-nor steroids. These have been used 
quite extensively in animal experimentation but of 
much more importance, they have been studied by 
numerous investigators with regard to control of 
conception and their future effects upon the human 
female endocrinology and reproductive organs. 

In 1951 the Syntex laboratories synthesized the 
appropriate aromatic progesterone derivatives and 
converted it into authentic 19-nor progesterone; the 
stereochemistry of which was identical, at all relevant 


centers, with that of the natural hormone, progester- 
one. Consequently in 1954-1955 the synthesis of 
19-nor analogues of all the important steroid hor- 
mones was completed. These derivatives are termed 
“19-nor’”’ because they lack the carbon number 19 of 
the progesterone molecule. 

The ovulation inhibiting quality of progesterone 
has been appreciated for about 20 years, and since its 
isolation in 1934 by Allen and Wintersteiner it has 
been used as the agent of choice in ovarian and 
menstrual disorders. The only effective route has 
been parenterally because of the decrease in activity 
when given orally. Due to its limited solubility in 
oily vehicles and painful local reaction on injection 
of the crystalline suspension an orally effective pro- 
gestational agent would have many more uses. With 
the discovery of the synthetic 19-nor derivatives the 
effects of these agents on reproduction in the female 
can now be studied. 


Criteria for Ovulation Detection 


The criteria for the detection of ovulation in the 
absence of pregnancy is difficult but in the studies 
reviewed the usual criteria were: 


1. A recorded increase in basal body tempera- 
ture day by day. 

2. Progestational changes in endometrium, name- 
ly glands, stroma, and vessels. 

3. Examination of vaginal epithelium for an 
elevation in the ratio between mature cornified 
cells and less decadent forms. 

4. Urinary pregnanediol increase. 


These objective signs, when used as indicators of 
ovulation depend on the effect of endogenous pro- 
gesterone. If the condition found in the individual's 
test was typical of a normal non medicated cycle it 
was attributed to ovulation and the test was con- 
sidered positive and thus due to endogenous pro- 
gesterone rather than to administered steroid. 


Discussion of Ist Criterion—Basal Body 
Temperature 


All the patients in the studies carried out by 
Pincus were carried on a 10 mg/day dosage of the 
steroid started on day five following menstrual flow 
and continued until day 25 of the cycle. This period 
of medication covers up to 98 per cent of possible 
ovulation times and assures an approximate normal 
length period by withdrawal bleeding in 2-6 days 
following cessation of medication. Without exception 
the waking basal body temperatures were elevated 
beyond the usual normal level with intrinsic proges- 
terone one to two days after starting the medication. 
This elevation was about seven days before a corpus 
luteum begins to function in normal cycle. In four 
of nine cycles menstruation failed to occur on cessa- 
tion of medication with norethindrone although the 
temperature fell to the normal level. When such a 
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drop is due to luteal regression menstrual flow “al- 
ways’ occurs. This is interpreted as absence of ovula- 
tion. 


Discussion of 2nd Criterion—Endometrial 
Changes 


The next criteria considered for the detection of 
ovulation is the examination of endometrial biopsies 
at different periods during the medicated cycles. 

In a large group of Puerto Rican women taking 
norethynodrel 10 mg/days five to 25 (the S-J series) 
Pincus noted normal secretory endometrium in the 
first few days following initiation of medication but 
in later days showed a characteristic pseudodecidual 
reaction. In four of five patients taking the medica- 
tion for four to seven days a positive diagnosis of 
ovulation was made. In no patients however, who 
took the medication for 12 to 22 days could a positive 
diagnosis of ovulation be made. 

After seven days of medication the endometrium 
showed shrunken, secretorily exhausted or regressing 
glands. The stroma was highly stimulated and main- 
tained throughout the medication. Early in medica- 
tion the glands are suggestive of five-day postovula- 
tory glands with a vacuole material discharge but they 
remain of proliferative caliber, being straight or only 
slightly ribboned, approximately like normal 19-day 
glands. With continued medication the response 
only rarely and in a few glands progresses to actual 
secretion into the lumen which is characteristic of the 
seventh postovulatory day. The glands do not increase 
in size or change in shape as do postovulatory glands; 
instead they appear to gradually regress on continued 
medication. With further treatment their lumens 
become narrow; the epithelium becomes cuboidal 
as in the early proliferative phase and after 20 days 
of medication they resemble five-day glands of the 
normal non-medicated cycle. 


Edema Seen . 


Edema of the stroma which is the functional layer 
of endometrium appears in the first few days of treat- 
ment, and this is seen normally in the non-medicated 
cycle about day 21. Normally this edema begins to 
subside about the seventh postovulatory day but with 
medication the edema persists until day 26 of the 
cycle or the 21st day of medication. A predecidual 
cytoplasmic enlargement of stroma cells begins about 
day 12 (seventh day of medication) and progresses 
rapidly so that on the 16th day of medication it 
resembles that of day 26 of the normal non-medicated 
cycle. On the 17th day of medication or day 22 of the 
cycle the stroma closely resembles that of early preg- 
nancy and is misleading even to seasoned pathologists. 

When medication was started at mid-cycle the 
glands appeared arrested at the late proliferative 
phase, dilated and cystic. The epithelium was flattened 
because of intraluminal pressure; the stroma was 
edematous; there were no blood vessel changes. 
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When the dosage was increased to 20 mg/day there 
was edema of the stroma and a greater amount of 
secretion was noted. 

Hartman and Bartelmez noted that these super- 
decidua and an abundancy of mitotic figures which 
are noted in these stroma might be a deterrent to 
the use of these agents as oral contraceptives. As the 
number of mitoses decreases in glands they increase 
in frequency in stroma during the luteal phase. This 
presents the possibility of a woman going into labor 
to deliver a decidual cast. 

Hertz has noted varying degrees of metaplasia and 
cellular disorganization of endometrial stroma in 
monkeys after 140 days of continuous medication 
with these steroids, he hastens to add however, the 
intermittent administration may well be free of this 
hazard. 

Rock states that after medication for three to four 
cycles the infrequency of mitoses resembles the situa- 
tion in the normally ovulating patient. 

The frequency of breakthrough bleeding appears 
to be closely related to the amount of estrogen, intrin- 
sic or extrinsic, in the compound. The frequency of 
side effects is also directly related to the amount of 
estrogen in the progestation agent. 

When norethynodrel which was free of estrogenic 
contaminant was used in 10 mg doses from day five 
to 25, there was breakthrough bleeding in 75 per 
cent cycles. The mean cycle length was 24.2 days 
and the percentage of reactions was 8.3 per cent. 
When the dosage was increased to 20 mg/day, the 
percentage of patients who experienced breakthrough 
bleeding decreased. The mean cycle length was 26.3 
days, but the percentage of reactions significantly 
increased. 


Breakthrough Bleeding 


In the Puerto Rico (S-J) series patients were con- 
sidered to have breakthrough bleeding if menstrua- 
tion occurred before day 24 of any particular cycle. 
These patients were given varying amounts of estra- 
diol methyl ether (EME) along with 10 mg of 
norethynodrel daily. There was no difference in side 
effects noted on the varying levels of estrogen, and 
the percentage of side effects did not differ signifi- 
cantly from merely doubling norethynodrel dosage 
to 20 mg/day; however, in 157 patients given 0.08 
mg EME seven per cent bled before day 24. One and 
six tenths per cent of the women had breakthrough 
bleeding when given 0.15 mg EME and 2.9 per 
cent bled early on 0.18 mg EME. Increasing the 
estrogen to 0.20-0.44 mg/day and the steroid to 20 
mg/day decreased the incidence of breakthrough 
bleeding and side effects but not significantly. These 
studies suggest that one woman in 50 taking norethy- 
nodrel plus 0.15-0.18 mg EME will have withdrawal 
bleeding. 

In this same study Dr. Pincus investigated the 
effect on breakthrough bleeding when tablets were 
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not taken regularly. One thousand, seven hundred 
and twelve cycles were investigated in 165 women. 
In 1279 cycles all tablets were taken regularly. In 
these a monomodal distribution of cycle lengths was 
noted with the average cycle being 27.86 days. In 
this group 3.5 per cent of the cycles were complicated 
by breakthrough bleeding. In 282 cycles one to five 
tablets were missed and in these patients there was 
a bimodal distribution of cycle lengths at 19 to 23 
days and at 31 to 32 days. Forty-two and two tenths 
per cent of these cycles were complicated by break- 
through bleeding. In 151 cycles six or more tablets 
were missed. These patients showed a bimodal distri- 
bution of cycle lengths at 19 to 23 days and at 33 to 
36 days. Nine and nine tenths per cent of these 
patients experienced bleeding before day 24. 

When all tablets are taken the occurrence of break- 
through bleeding is less than in normal cycles. This 
is possibly not breakthrough bleeding but a mani- 
festation of endometrial threshold response. When 
tablets are missed this is most likely true breakthrough 
bleeding. 

The group which missed one to five tablets had an 
early bleeding incidence of 42.4 per cent due to 
inadequate endometrial support by medication. The 
second mode of bleeding at 31 to 32 days represents 
adequate sustenance of the endometrium despite the 
omissions until the 20 tablets had been taken. 

Those who missed six or more tablets experienced 
longer cycle lengths and less frequent withdrawal 
bleeding. This possibly represents women with a 
low endometrial response threshold in whom the 
10 mg dose carries over more easily. 

In this study all three compounds used exerted 
practically the same endometrial effect between day 
18 to 24 of a medication cycle /e., stimulation of 
stromal development accompanied by glandular ex- 
haustion or regression. There were a few cases of 
breakthrough bleeding with norethindrone and nore- 
thynodrel at doses of five mg/day or less and a larger 
percentage of early bleeding with norethandrolone 
at doses of 10-50 mg/day. The inability of norethan- 
drolone to sustain endometrium in high dosages sug- 
gests a certain amount of estrogen is required Nore- 
thandrolone® has been shown to have an antiestro- 
genic action on target tissue in animals. It has been 
shown that norethynodrel has a certain amount of 
intrinsic estrogenic activity and norethindrone and 
norethynodrel have had a small amount of detectable 
estrogenic contaminant. 

Norethynodrel orally produces a progestational re- 
sponse in the estrogen primed rabbit. It has a low but 
definite inherent estrogenic activity and this prevents 
the full manifestation of the potential progestational 
effects. Estrogen priming is necessary for progesta- 
tional response but when administered concurrently 
the response to progesterone is inhibited. 

Pincus, ef al. noted breakthrough bleeding to be 
less frequent in all cases when these compounds 


were used with estrogen. He also noted breakthrough 
bleeding was more common in the first cycle of medi- 
cation. A higher dosage of norethindrone was re- 
quired to control breakthrough to a level comparable 
with norethynodrel plus EME. 


Discussion of 3rd Criterion—Vaginal 
Epithelium 


Ferning Effect 


The detection of ovulation by examination of 
vaginal desquamate and observation of the “ferning” 
effect revealed ovulation in four per cent of those 
on medication. The non medicated control group 
was 97 per cent positive for ovulation. In 15 per 
cent of the medicated persons the test was equivocal. 
Eighty-one per cent showed no evidence of ovulation. 


Discussion of 4th Criterion—Pregnanediol 
Excretion 


The fourth criterion by which ovulation was de- 
termined is the measurement of urinary pregnanediol 
excretion. When estrogen or progesterone is given 
in sufficient quantity during the menstrual cycle, the 
resultant inhibited pituitary gonadotropin production 
may prevent ovulation in that particular cycle. The 
Population Council, Inc. of Los Angeles embarked 
on a study in 1956 for the investigation of the 
physiologic effects of these drugs. It was concluded 
that pregnanediol excretion is a valuable adjunct 
to evaluation because the exogenous progesterone 
is not metabolized and excreted by the same path- 
way as endogenous progesterone. The results of 
this investigation are seen in Table I. The steroids 
were given from day five to 25 of the menstrual 
cycle in 10 mg doses. Seventeen ketosteroids’ and 
pregnanediol were measured on days 19-22. 

In the normal non medicated cycle pregnanediol 
excretion in the preovulatory period is 0.39 mg/24 
hrs. Following ovulation there is a five-fold increase. 
There is insignificant change in the 17 ketosteroid 
excretion. Preovulatory pregnanediol excretion ‘is 
comparable to that of the latter one-half of a med- 
ication cycle. 

Following ovulation six patients received nore- 
thindrone or norethynodrel and the mean preg- 
nanediol excretion was 1.15 mg/day rather than 0.25 
to 0.35 mg/day as in those medicated from day five 
to 25. This 1.15 mg/day is significantly less than the 
normal luteal phase excretion of 2.05 mg/day. At this 
level (10 mg/day) these steroids do not decrease 
corpus luteum secretion. It is suggested by the author 
that the low pregnanediol level from days five to 25 
with medication represents an absence of corpus 
luteum formation by absence of ovulation rather 
than inhibition of secretory activity. Pregnancies have 
occurred and continued in women with postovulatory 
medication even though pregnanediol excretion is 
decreased by one-half. 
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TABLE I 
Basal 
Body Endo. Vag. 17 Keto- 
Medication No. Temp. Biopsy Smear steroid Pregnanediol 
Per cent positive for ovulation mg/day 
by these tests 


Male Hormone Inhibitor 


Norethindrone’s antigonadotropic activity has been 
shown by a reduction of weight of the seminal ves- 
icles in mature male rats. In the mature male rats the 
development of prostate and testes was partially to 
completely inhibited. In the intact female rat anes- 
trous occurred during treatment. With doses of 0.5 
to 8 mg. daily the inherent androgenic action on the 
target organs counteracted its pituitary inhibitory ac- 
tion. 

Norethynodrel inhibits ovarian weight by depress- 
ing secretions of pituitary gonadotropin. Hypophysec- 
tomized rats given pituitary gonadotropin and nore- 
thynodrel concurrently had no change in ovarian 
weight, therefore norethynodrel did not inhibit the 
action of the gonadotropin, but instead inhibited 
production of it. 

Males medicated with norethynodrel experienced 
stunted body growth while controls continued to 
grow, but one month after stopping medication all 
weights were equal. Testicular, seminal vesicle and 
prostate atrophy returned to normal one month after 
stopping medication. 

In the female there was ovarian atrophy but no 
effect was noted upon growth. Uterine weight was 
maintained which indicates the inherent estrogenicity 
of the medication. Within one month after stopping 
the medication ovarian weight was back to normal 
and subsequent breeding studies show that the ovaries’ 
function was maintained. Juvenile female rats showed 
minimal effects with little decrease in body weight. 
Ovarian weight decreased with increased dosages but 
uterine weight was not depressed. 

Norethynodrel in this study was supposedly not 
contaminated with estrogen but the intrinsic estro- 
genicity of this compound might be the cause of the 
pituitary gonadotropic inhibition. Norethynodrel is 
believed to inhibit the pituitary tropic mechanism and 
thus eliminate the effect of the endogenous ovarian 
steroids. Therefore the entire endometrial effect may 
be due to this agent. 
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The question of depression of other pituitary hor- 
mones other than gonadotropins has been raised. 
Pincus states that adrenal function has been thorough- 
ly studied in persons under treatment for as long as 
two years. An average of ten per cent decrease in 
excretion of urinary corticosteroids, which are de- 
rived from hydrocortisone, was noted. However, the 
blood hydrocortisone level was increased. Excretion 
of 17 ketosteroids was 2.85 mg/24 hrs. in the medi- 
cated group and this is 33 per cent less than the 
value for the control group but it is not statistically 
significant. The medicated group’s 17 hydroxycorti- 
costeroid was 38 per cent less than control group. 

This data suggests inhibition of adrenal corticoster- 
oid with a constant lowered output level during med- 
ication. No symtomatic evidence was noted and the 
excretion levels do not vary with the length of medi- 
cation. 


Side Effects 


Pincus, Rock and Garcia noted breast tenderness, 
nausea, vomiting, dizziness and pelvic pain to be 
the primary and most frequent symptoms. The in- 
cidence of reactions was lowest with norethynodrel 
alone, but they increased when estrogen was added. 
A total of 390 cycles were studied in which 157 took 
0.08 mg of (EME), 61 took 0.15 mg and 172 took 
0.18 mg with 10 mg/day of norethynodrel. There 
was no significant difference in the incidence of reac- 
tions but breakthrough bleeding was increased in 
those that took only 0.08 mg EME. Evidently the 
threshold dose for these reactions is lower than that 
for adequate endometrial support. 

Garcia noted in a survey during therapy, that few 
voluntary complaints were given. Two months after 
discontinuing medication the patients were ques- 
tioned and breast engorgement fullness and tender- 
ness were noted. A weight gain of five pounds was 
noted premenstrually but quickly lost after menstrua- 
tion when medicated with norethindrone or norethy- 
nodel. Less weight gain was noted with norethandro- 
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lone but it did cause increased nervousness and ir- 
ritability. 

Tyler found that these compounds do have andro- 
genic as well as progestational properties causing 
breast enlargement. in males and deepening of the 
voice in women. Various degrees of masculinization 
were noted with continued use, J.e., voice changes, 
enlargement of clitoris and a small vaginal orifice 
was noted in children. (One patient on 20 mg/day 
norethynodrel after 41/, months could not reach as 
high notes as before.) Norethynodrel’s action is 
about the same as norethindrone except for the nausea 
with or without vomiting. A tolerance developed in 
about 50 per cent on maintained therapy. Another 
study by Pincus, et a/. showed an apparent accommo- 
dation response or tolerance to medication probably 
involving uterine response to the level of stimulation 
established by the drug. No habituation was noted. 
Pregnancies occurred at the same rate in long term 
users as in short term users. 

Norlutin exerted the greatest antagonism to cata- 
bolic processes during a fast and tended to be anabolic 
with resulting positive nitrogen balance after ad- 
ministration. 

Jaundice developed in one patient but there was 
no parenchymal damage of liver on 40 mg nore- 
thindrone/day in treatment of threatened abortion. 
The jaundice cleared on discontinuing medication. A 
3+ cephalin flocculation was noted in another. Iso- 
lated instances are unimportant but they suggest 
areas where difficulty could conceivably arise. 

Heckel noted fewer side effects in psychotic wom- 
en. Allergy is known to be less common in psychot- 
ic women, and the reactions described suggest al- 
lergy. Women who cannot tolerate ethinyl estrodiol 
have a greater sensitivity to steroid metabolites as 
evidenced by skin tests. 

Two per cent of women that started the regimen 
could not tolerate it, but five to ten per cent had 
slight nausea, when the regimen was well explained 
they continued. 

Symptoms of breast fullness, nausea, abdominal 
cramps, and vomiting increased notably with estrogen 
supplementation. The incidence difference of reac- 
tions is 13.2 per cent higher in compounds with 
estrogen. There is a decline of 21.2 per cent for 
all compounds for cycles after the first medicated 
cycle. This is significant. Ninety per cent of side 
effects were helped with antacids. In a group of 
200 psychotic women only two had nausea and 
vomiting. 

Antacid therapy with magnesium aluminum glycin- 
ate was tried in 52 women in 502 cycles. Thirty-nine 
of the women took one to ten tablets and 32 reported 
relief for an 82 per cent cure rate. Thirteen remained 
unhelped and of these, six observed spontaneous re- 


lief, for a 46 per cent cure of symptoms. Therefore 
we expect 46 per cent of those who take tablets of 
antacid to be cured with or without it or 18 of 39. 
This leaves 21 to show improvement with antacids 
and only seven improved so the cure rate is 67 per 
cent. 

A study with placebos showed 17.1 per cent of 
patients to have side effects, and without a placebo 
23.3 per cent experienced side effects. In 48 women 
widely separated and no warning of reactions only 
6.1 per cent had reactions. These suggest a psycho- 
genic factor involved. Other factors considered were: 


Increase Decrease No Change 
PERCENT PERCENT PER CENT 


Well. being ......... 39 10 51 
20 22 58 
Frequency of Coitus .. 50 40 10 


200 PELVIC EXAMINATIONS FOLLOWING 
MEDICATION REVEALED 


1. Involuted post partum uteri to normal size 
but no hypertrophy after 30 cycles. 

2. Inconsistent changes in cervical erosion. 

3. No pathological changes in adnexal or va- 
gina. 

4. All vaginal smears were papanicolau nega- 
tive—no pathological breast changes. 


The rate of departure from the method is as 
follows, after the first cycle 27 per cent will have 
discontinued because of side effects, if the medica- 
tion is continued past the first cycle the dropout rate 
decreases rapidly, i.e., after six cycles 13.4 per cent 
will discontinue, after 12 cycles 23.6 per cent will 
have discontinued, and after 18 cycles 26.5 per cent 
will have discontinued. Lack of interest and reac- 
tions account for about 50 per cent of the with- 
drawals. 

Examination of the peripheral blood after medi- 
cation for one to 12 cycles in 39 subjects during 
medication and ten after having discontinued for 
three to eight months previously showed: 


Control bleeding time = 145.9 sec.—Clotting time 
= 278.8 sec. 

Medicated bleeding time = 116.8 sec.—Clotting time 
= 261.5 sec. 

After Med. bleeding time = 103.4 sec.—Clotting time 
= 223.9 sec. 


No significant difference was noted in hemoglobin 
values. 


Metabolism and Excretion 


Savard states that it has recently been established 
that progesterone is a precursor of the androgenic 
steroids, testosterone, and androstenedione. Werbin 
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recovered radioactive etiocholanolone from the urine 
of a female patient who was suffering from adrenal 
cortical carcinoma after administration of C!4—4 pro- 
gesterone. 

Rogers and McLellan point out that progesterone is 
in part excreted by the way of bile into the gastroin- 
testinal tract. It has been surmised that progesterone 
is excreted as androgen in the cow’s feces. 

McGinty believes that norethindrone undergoes 
partial conversion to 17 a ethynyl estradiol either 
in the intestinal tract or after absorption. Such a 
conversion need not be extensive to yield sufficient 
estrogen to account for the pituitary suppressive action 
of norethindrone. 


Effect of Menses, Ovulation, and 
Future Pregnancy 


During medication the mean cycle length with 
norethindrone five mg/day was significantly pro- 
longed. In four of nine cycles withdrawal bleeding 
failed to occur but brief episodes of spotting occurred 
previous to withdrawal. Norethynodrel in five mg/- 
day dosage significantly shortened menstrual cycles 
and menstrual bleeding was like normal cycles in 
three of four. 

Pincus noted that the endometrial tissue was eas- 
ily shed in a normal average four day flow following 
medication withdrawal. Post medication cycles are 
notable because normal cyclical endometrial changes 
are rapidly established. 

Following withdrawal of medication permanently 
the mean length of cycles for one to three periods 
with norethindrone and norethynodrel compared 
closely to the controls. There is a slight delay of the 
first post medication cycle with norethindrone. This 
is believed to be caused by a significant mean increase 
in length of the preovulatory phase, which explains 
a postponement of catamenia. Second cycles follow- 
ing discontinuance of medication were normal in all 
respects and there is too little data to analyze for 
third cycles. 

With norethynodrel the prolongation of the pre- 
ovulatory phase and cycle length is greater in the 
first non-medicated cycle than in the second and 
third succeeding cycles. 

The duration of menses with norethindrone in the 
first non-medicated cycle showed a minor degree of 
lengthening. Norethynodrel and _norethandrolone 
showed no change. Follow-ups of 50 patients indi- 
cated that all resumed regular ovulation and men- 
struation on cessation of medication. 

Another study concerned with menses noted the 
mean cycle length to be 28.6 days, with two per 
cent having breakthrough bleeding. Regular with- 
drawal bleeding occurred in 99.2 per cent while on 
monthly medication. Regarding amount of flow six 
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per cent increased, 48 per cent decreased, and 46 
per cent noted no change. No change was noted in 
the incidence of dysmenorrhea. 

Ovulation inhibition occurred regularly with all 
three compounds at all dosages with or without 
estrogen. At dosages of five mg/day of norethindrone 
or norethynodrel; ovulation is inhibited and preg- 
nanediol excretion decreased. This means that at this 
dosage the progesteroneogenesis inhibiting effect is 
uninhibited, but as noted above breakthrough bleed- 
ing occurred rather often at this dosage. 

Patients studied after three to four cycles of medi- 
cation revealed an ovulation rate of 90 per cent and 
on the basis of present knowledge this rate of ovula- 
tion holds true for much longer periods of medica- 
tion. Pregnancy has occurred after 11/, years of medi- 
cation and in one instance pregnancy took place in the 
first post-medication cycle. One important question, 
not completely answered yet is how long can ovula- 
tion be suppressed in sexually active women. From 
the studies to date the answer would seem to be, in- 
definitely. 

Proof that effective ovulation does occur is seen 
when we study the decrease in number of pregnancies 
that occurs while on the medication. In 1,279 cycles 
in which norethynodrel 10 mg/day was taken day 
five to 25 of the cycle and no tablets were missed. 
The patients continued regular copulation and used 
no other contraceptive. No pregnancies occurred. In 
282 cycles in which one to five tablets were missed 
two pregnancies occurred. In 151 cycles in which 
six or more tablets were missed three pregnancies 
occurred. The respective incidences = 0 to 9.2 to 
25.8/100 woman years. The normal rate for Puerto 
Rican women is 65 to 70 per 100 woman years with 
no contraceptive devices. The normal rate without 
contraception is 0.625 pregnancies/year of marriage. 
In the faithfully medicated the pregnancy rate was 
zero, a reduction of 100 per cent. In those missing 
one to five tablets the rate was 0.092 pregnancies/ 
year, and in those who missed six or more tablets 
the rate was 0.259 pregnancies/year. The rate for the 
entire group was 0.038 pregnancies/year representing 
a reduction of 93.9 per cent. 

Animal studies by Pincus with a dosage of 0.5 
mg/Kg. norethynodrel daily for 35 days given to 
female rats in whom copulation and vaginal estrus 
were continued showed no fertile matings. Twenty- 
seven to 41 days after treatment ten rats bore litters. 
This indicates temporary sterility. Female rats that 
received norethynodrel for three days while mated 
with male rats all (ten pairs) showed fertile matings 
within six to seven days after treatment. 

In another study female rats about three months 
old were housed with male rats and treated with 
norethynodrel for 35 days. None became pregnant 
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VOTE 


November 8 


Keeping Medicine Free Is Your Job! 


1961 Annual Meeting 
May L 2, and 3 
Featuring 


Scientific Exhibits and 
Commercial Exhibits 


WICHITA —BROADVIEW HOTEL 
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Extra 
antibiotic 
activity 


attains activity 
levels promptly 


DECLOMYCIN Demethyichlortetracycline attains — 
usually within two hours—blood levels more than ade- 
quate to suppress susceptible pathogens—on daily 
dosages substantially lower than those required to 
elicit antibiotic activity of comparable intensity with 
other tetracyclines. The average, effective, adult 
daily dose of other tetracyclines is 1 Gm. With 
DECLOMYCIN, it is only 600 mg. 


TETRACYCLINE TETRACYCLINE 
ACTIVITY ACTIVITY 
WITH WITH OTHER 
DECLOMYCIN TETRACYCLINE 
THERAPY THERAPY 


EUS) 


150 me. a.i.d, 250mg. aid. 


sustains activity 
levels evenly 


DECLOMYCIN Demethyichlortetracycline sustains, 
through the entire therapeutic course, the high activ- 
ity levels needed to control the primary infection and 
to check secondary infection at the original—or at 
another—site. This combined action is usually sus- 
tained without the pronounced hour-to-hour, dose-to- 
dose, peak-and-valley fluctuations which charac- 
terize other tetracyclines. 
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LOMYCIN 


DEMETHYLCHLORTETRACYCLINE LEDERLE 


retains activity 


levels 24-48 hrs. 


DECLOMYCIN Demethylchlortetracycline retains ac- 
tivity levels up to 48 hours after the last dose is 
given. At least a full, extra day of positive action may 
thus be confidently expected. The average, daily adult 
dosage for the average infection—1 capsule q.i.d.— 
is the same as with other tetracyclines...but total 
dosage is lower and duration of action is longer. 


DAYS OF TETRACYCLINE A' DOSAGE 


DURATION OF PROTECTION 


DAYS OF TETRACYCLINE B? DOSAGE 


DURATION OF PROTECTION 


DAYS OF TETRACYCLINE C? DOSAGE 


DURATION OF PROTECTION 


DAYS OF DECLOMYCIN 


CAPSULES, 150 mg., bottles of 16 and 100. Dosage: 
Average infections—1 capsule four times daily. Severe 
infections—Initial dose of 2 capsules, then 1 capsule 
every six hours. 

PEDIATRIC DROPS, 60 mg./cc. in 10 cc. bottle with 
calibrated, plastic dropper. Dosage: 1 to 2 drops (3 to 
6 mg.) per pound body weight per day—divided into 
4 doses. 

SYRUP, 75 mg./5 cc. teaspoonful (cherry-flavored), 
bottles of 2 and 16 fil. oz. Dosage: 3 to 6 mg. per 
pound body weight per day—divided into 4 doses. 


PRECAUTIONS —As with other antibiotics, DECLOMYCIN may 
occasionally give rise to glossitis, stomatitis, proctitis, nausea, 
diarrhea, vaginitis or dermatitis. A photodynamic reaction to 
sunlight has been observed in a few patients on DECLOMYCIN. 
Although reversible by discontinuing therapy, patients should 
avoid exposure to intense sunlight. If adverse reaction or 
idiosyncrasy occurs, discontinue medication. 

Overgrowth of nonsusceptible organisms is a possibility with 
DECLOMYCIN, as with other antibiotics. The patient should 
be kept under constant observation. 


LEDERLE LABORATORIES 
A Division of 
AMERICAN CYANAMID COMPANY 
Pearl River, New York 
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PROTECTION AGAINST RECURRENCE 


A “SECOND BEST” ARMY FAILS TOTALLY 


And against the main army of alcoholics—those 
whose drinking is a symptom of underlying pathology— 
less than a complete campaign is futile. 


To shorten time, frustration and expense (simple 
efficient management) requires initial institutional care 
of these individuals: 


To stop their ingestion of alcohol; 


To restore the fluid electrolyte bal- 
ance; 


To detect and correct nutritional 
anomalies peculiar to the individual 
alcoholic; 


2. To detoxify the system; 
5 To overcome or reduce bodily ailments 


that contribute to the abnormal state 
and, finally 


To develop a program that will aid 
the particular individual in abstain- 
ing from all alcoholic beverages un- 
til death. 


THE iH LPH L| The Ralph Clinic (in its 64th year) 
A C N C is in the advance of every phase of 

the treatment of aos Bag It in- 

529 HIGHLAND AVENUE « KANSAS CITY 6, MISSOURI vites consultation with you con- 
cerning your patients with prob- 


Telephone VI. 2-3622 lems of excessive drinking. 


(A portfolio 
about the Problem of Alcoholism is available upon request). 
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while on medication but 90 per cent did so after 
stopping the drug. The effectivity was determined to 
wear off in approximately one month. 

Tyler, et al., noted that with the same dosage indi- 
vidual women were more susceptible to inhibition of 
ovulation than others. 


Activity as Related to Progesterone 


Norethynodrel has less progestational activity than 
progesterone when injected. Five mg. of progesterone 
orally is required to produce the same response as 
0.05 mg. subcutaneously. Norethynodrel is approxi- 
mately ten times as active orally as oral progesterone 
on uterotropic action. It shows ten per cent of the 
estrogenicity of estrone on the mouse weight assay 
when 1.5 per cent of EME is added to it. When 
norethynodrel is free of extrinsic estrogen and sup- 
posedly pure it shows seven per cent the activity of 
estrone. R. A. Edgren (unpublished data 1957) 
found that norethynodrel given orally showed only 
Y/; as much estrogenic activity as when given sub- 
cutaneously. This is in contrast to the progestation 
effect which is greatly enhanced when given orally. 
(Two mg/day was inadequate in sustaining preg- 
nancy whereas 1/4, mg progesterone is adequate. No 
response was noted in deciduoma tests.) 

Norethindrone has about the same order of activity 
except for the nausea with or without vomiting. 
Given orally it is about two times as active as pro- 
gesterone parenterally. Estrogenicity in norethindrone 
is mainly due to 17 @ ethynyl estradiol three methyl 
ether which is a contaminant. Norethindrone is 14 9 
as active as estrone orally and is as active orally as 
subcutaneously in the rabbit. It has practically no in- 
herent androgenicity. Pincus states that by Clauberg 
assay norethindrone is ten times as active on utero- 
tropic action. No response in deciduoma tests was 
noted. It has a certain degree of pregnancy maintain- 
ing effect at low doses but this is abolished in high 
doses. 

Norethandrolone was noted to have the greatest 
progestational activity of these three agents. It is ten 
times as active on uterotropic activity. In deciduoma 
tests it had 14 the activity of progesterone. It inhibits 
ovulation as effectively as progesterone and it sus- 
tains pregnancy as well as progesterone. This com- 
pound appears to have the action of progesterone but 
is more effective. 

In antifertility tests all were effective subcutaneous 
or orally and all were more effective than progester- 
one. All inhibit normal reproductive processes in one 
respect by inhibiting ovulation and stimulate it by 
increasing endometrial growth. 


Operative Findings 
Seven cases were studied; five of these had been 
medicated for one cycle, one for two cycles, and 


one for three cycles before surgery. Endometrial biop- 
sies in the postovulatory phase were all of normal 
secretory type. In two cases the ovaries were small 
and sclerotic. Three cases showed gross follicles. 
None were seen in four others. In all seven cases no 
recent corpora lutea were seen. Three cases showed 
evidence of some regressing corpora lutea from old 
cycles. Two of five ovarian biopsies presented a nor- 
mal number of primordial follicles. Three biopsies 
(two of one cycle) (one of three cycles) medication 
showed scant primordial follicles. 

Could these steroids have a destructive effect on 
mature and primordial follicles? This was not borne 
out by the characteristic following menses nor in 
subsequent fertility of seven non-operated patients 
similarly treated. 


“Unrelated Nonsteroidal Substance” 


The use of a compound, entirely unrelated to the 
previously described agents, has been studied quite 
extensively in India by Dr. S. N. Sanyal. 

This compound is m-xylohydroquinone, which is 
derived from a certain family of peas, Pisum Sativum. 
These peas have been the principal food in the diet of 
the people of Tibet. Its population has remained 
constant for over 200 years. The National Drug 
Company determined in 1953 that mice fed a 20 
per cent diet level of this compound diminished 
litter formation and at a 30 per cent level litter 
formation was abolished. 

Sanyal published the results of his studies regard- 
ing the site and mode of action of this substrance with 
the Calcutta Medical Journal from 1950-1955. In 
essence he believes its action is due to its inhibiting 
effect on the peripheral action of progesterone and 
consequent prevention of nidation of the fertilized 
ovum. 

Extensive clinical field trials were carried out in 
the Baldeodas Maternity Hospital in Calcutta, India, 
for a period of 21/4 years. This study involved two 
groups. The first was a low income group of Indians 
and the second involved primarily clinic patients. The 
study was closely controlled by watching the subjects 
eat their pills. 

The first group was comprised of 427 patients who 
took the medication for 2,167 months. The normal 
pregnancy rate was 65 births/100 woman years. The 
rate of conception was decreased to 32/100 woman 
years. This group was poorly observed. 

The second group which was closely observed was 
composed of 254 patients who took medication for 
1,465 months. The normal birth rate was 65 births/- 
100 woman years. The rate of conception dropped 
to 22/100 woman years. 

The medication was given in capsules in 150 mg. 
doses with five per cent sodium hydrosulphite, ten 
per cent dextrose to prevent oxidation in the gastro- 
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intestinal tract. It was given on day 16 and 21 or 12 
to seven days respectively before the expected onset 
of menstrual flow. In this series most of the patients 
were illiterate and the exact dates were difficult to 
determine. 

The question of permanent sterility was well 
answered here. Fourteen patients conceived during 
withdrawal for one to two months, and out of 33 
patients who discontinued medication eight conceived 
within three months. Twenty-five patients did not 
conceive for at least six months. 

There was no damage to newborn infants; 27 of 
32 births delivered normal infants. There were two 
still births and three miscarriages, which is a normal 
proportion in the low income group in India. This 
dosage proved not to be an abortifacient because 68 
patients who started medication were later found 
to be pregnant after having taken medication for a 
number of months. None aborted. 

Effectiveness in the young highly fertile group is 
seen in the following data: 

Pregnancy Rate 


(Woman Y ears) 
PRIOR TO FOLLOWING 


Ages TREATMENT MEDICATION 
Toxicity 


A negligible few complained of griping in the 
abdomen when taken on an empty stomach. Eighty 
patients taking two 150-300 mg. pills/month for 
nine to 21 months were examined and no alteration 
was noted in blood pressure, pulse, hemoglobin, RBC, 
WBC, and differential or albumin or casts in the 
urine. No evidence of cumulative toxicity was noted. 
Eight hundred patients took 300-350 mg. two times 
monthly for varying periods with no undesirable 
effects. 

Toxic effects of acute intoxication include nausea, 
vomiting, giddiness, acute abdominal pain, anuria 
diarrhea, and fainting. If toxicity is chronic, changes 
in blood pressure and pulse rate occur along with 
albumin and cases in the urine. 

It is possible to cause Vitamin E deficiency in rats 
whose store is low and diet is inadequate. In humans 
it does not counteract Vitamin E because the storage 
in heart, liver muscle and other organs is too great. 
Diet also contains adequate amounts. 

The first group which had a higher pregnancy 
rate indicates a failure to take the second monthly 
capsule or possibly not taking it on the correct day. 
This indicates that one capsule does not give protec- 
tion as early as*the 12th premenstrual day. It has been 


suggested that, in an illiterate population capsules 
taken weekly might be more effective. Also, more 
frequent doses in the premenstrual period would be 
more effective. The minimum dosage has not been 
established as yet. 

No previously known chemical agent is able to 
antagonize directly female sex hormones. Estrogen 
and progesterone are synergistic up to a certain level. 
They then become antagonistic. Excess estrogen de- 
creases estrogen production and brings about sterility 
for a time. When endogenous estrogen is increased 
the anterior pituitary decreases its secretion by in- 
creasing progesterone through LH. When progester- 
one is in excess the anterior pituitary liberates FSH 
to stimulate secretion of estrogen. M-xylohydro- 
quinone neutralizes peripheral progesterone and its 
effects on the endometrial gland. It is not known 
whether it also neutralizes estrogen. 

This compound should be studied more extensively 
for two to three years for toxicity and determination 
of biologic mechanisms. 

There is a place for such agents and it will prob- 
ably be forthcoming as a result of the intensive 
search now going on in all parts of the world. 
Should it prove acceptable in all respects it could 
usher in an era in which men and women everywhere 
could plan their familial future and provide for their 
children. This method depends not on local action 
but on systemic actions; the extent of which has not 
been completely determined. 

Greenblatt sites a case of a woman with an adrenal 
tumor who secreted over 750 mg. pregnanediol per 
24 hours for several years: She had normal ovulatory 
menses for seven years postoperatively. Fears that 
continuous administration of progesterone-like sub- 
stances might cause damage to ovaries may be un- 
founded. 

We should consider our knowledge of the bio- 
chemistry and the biology of human reproduction. 
By doing this the gaps in our knowledge will be 
revealed and we can take steps to remedy our igno- 
rance. This line of approach is more acceptable be- 
cause it will certainly lead to the advancement of 
knowledge even though it fails to produce “‘the pill.” 


Is it effective? Yes 

Does it cause abnormalities in menstrual flow? No 

Does it adversely effect reproductive tract and ad- 
nexae? No 

Does it have physiological adverse effects? No 

Does it affect the sex life? No 

Does it impair fertility ? No 

May a low dosage be used? Yes 

Is the method acceptable? Yes, varying with motiva- 
tion, economic situation and other factors. 


Editor’s Note: References may be obtained by writing the 
JOURNAL OF THE KaNsAs MepIcAL Society, 315 W. 4th 
Street, Topeka, Kansas. 
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The President’s Message 


Dear Doctor: 


I remember well last year about this time, the excellent 
article written on education by Dr. Glenn R. Peters, dur- 
ing his term as President. Again, I want to speak of 
education so we will not forget it is our duty to put forth 
every effort we can to support the advancement of educa- 
tion from kindergarten through all the branches of 
higher learning. Education is not a political football to 
be thrown back and forth at the expense of our children, 
grandchildren, and great-grandchildren. As we well know, 
about the only inheritance the future generation will have, 
which we can give them, is education. Ways must be 
found by diligent study to be able to meet teachers’ 
salary increases, retirement plans, etc. to make Kansas 
comparable to the other states along these lines. Each year 
we have been losing many of our top teachers not only 
in the elementary system, but also specialists in certain 
fields. Many of them are scientists and the more talented 
teachers who are doing necessary research work. 

The following is a quote from a speech by Dr. 

C. Arden Miller, Dean of the University of Kansas 
Medical School, given before the Shawnee County Medical 
Society, “When support is abundant for educators, educa- 
tion will flourish. It will flourish in medicine only with 
increased direct support not only to medical schools, but 

to all colleges, universities, secondary, and primary schools 
from which we derive our talented students and staff.” 

This, I think, sums up in a few words our responsibility. 
May I add that we, as doctors, should put forth every 
effort to encourage. young men and women to take up 
nursing as a profession, for hospitals throughout Kansas 
are in dire need of nursing personnel. 


Yours very truly, 


President 
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Maternal Mortality 


The patient was a 32-year-old gravida IV, para III who died five days following delivery 
by Cesarean section because of peritonitis caused by perforation of the ileum at the time of 
section. An autopsy confirmed the diagnosis. 

The patient’s pregnancy was uneventful and according to the record her prenatal care 
was consistent and of good quality. Labor ensued spontaneously and upon admission to the 
hospital the patient was found to be having moderately hard contractions every ten minutes. 
The cervix was dilated three centimeters with a 50 per cent effacement. However, examina- 
tion disclosed a transverse lie with a hand presenting. Therefore, a consultation was called 
and a Cesarean section was performed without delay. The patient tolerated the procedure 
well and an eight Ib., five oz. live infant was delivered. 

On the first postoperative day the patient was started on penicillin, 600,000 units twice 
daily because of a cough. She had a Foley catheter in place and her urinary output was 
1200 cc. 

On the second postoperative day the patient was noted to have some distention and she 
complained of nausea. She was described as perspiring profusely and she complained of 
being weak and tired. Notable findings included a pulse rate of 120, her temperature was 
99.6, and her leukocyte count was 53,600. It was noted that 100 cc. of concentrated urine 
was obtained by the indwelling catheter but no other output was recorded. 

The patient was seen by the attending physician on the third postoperative day at which 
time he felt she was in fairly good condition and left her in the hands of another physician 
while he was out of town. It was noted that the abdomen was distended and the patient 
complained of nausea, profuse perspiration, and generalized discomfort. Her temperature 
was 100 and her pulse was 120. Although the patient had been ambulatory previously, she 
did not get up this day. A Fleets® enema was administered with no return. The only urinary 
output was noted as 175 cc. On the following day the distention was noted as being greater 
and the upper abdomen was firm. The patient vomited one time and took liquids poorly dur- 
ing the day. The output was 100 cc. There was no notation of temperature or pulse rate. 

On the fifth postoperative day it was noted that the abdomen was soft and patient was 
taking liquids well. However, in the early afternoon she began to complain of severe gas 
pains and developed diaphoresis. She had sufficient discomfort to require Demerol® 50 
milligrams and later morphine grain 1/6. An enema gave poor results and it was noted in 
the late afternoon that the patient was cold, clammy, and appeared pale. On this day the 
pulse was 110, respiration was 20, and her blood pressure was 110/98. The hemoglobin 
count was 18.2 grams and leukocyte count was 10,500. By evening the patient had become 
clammy and cyanotic. Oxygen was started. She was given Solu-Cortef®, 100 milligrams in 
1000 cc. of five per cent dextrose in water intravenously. Her condition deteriorated rapidly 
and a Levine tube was inserted with the removal of a large amount of foul smelling liquid. 
The patient expired shortly thereafter. 


Committee Opinion 

It was noted that the continuing high pulse rate and evidence of dehydration were not held 
in sufficient regard. Furthermore, a white count of 53,600 should have excited more concern. 
The combination of factors indicated a condition not satisfactory enough for the physician 
to leave town. 

Continuing distention should have called for decompression rather than continuation of 
food by mouth. X-ray of the abdomen would have been helpful in confirming the presence 
of ileus. The patient’s course would seem to emphasize that the physician must carefully 
assess the patient’s condition himself and not rely upon nursing notes for this evaluation. 

In summary, attention to fluid and electrolyte balance and sufficient antibiotic therapy 
might have changed the course of the patient’s condition. Cesarean section in the presence 
of ruptured membranes enhances the possibility of postoperative infection and calls for 
vigorous antibiotic therapy. Perforation of the bowel during the course of the section is a 
fortunately infrequent complication but one that must always be kept in mind as a pos- 
sibility. 

Classification 
Maternal death, direct obstetric, avoidable. 


One of a series of case reports prepared by the Committee on Maternal Welfare to illustrate 
the type of study made in each instance of maternal death in Kansas. 


528 


| 
| 
| 
< 


COMMENT 


Mills’ Bill Becomes Law— October 1 


The 86th Congress radically amended the Social 
Security Act during 1960. Some of this material is 
of vital importance to the medical profession. The 
progress of this bill and the provisions it contains will 
be reported at some length. 

For months health care of the aged received Con- 
gressional interest. Most widely publicized was the 
Forand Bill which would provide surgical, hospital 
and nursing home care for recipients of Social Se- 
curity benefits. This was defeated by the House Com- 
mittee on Ways and Means and the so-called Mills 
Bill, H. R. 12580, was substituted in its place. This 
was reported out in the middle of June and on June 
23, 1960, passed the House by a vote of 380 to 23. 

The Senate Finance Committee held hearings on 
this bill in the latter part of June. On August 20, 
1960, after adopting and rejecting some amendments, 
H. R. 12580 was sent to the floor of the Senate. 

On August 23, 1960, Senator Javits attempted to 
amend this bill to include some 11 million persons 
over age 65, with a single income of not more than 
$3,000 and a family income of not more than $4,500. 
The individual would pay 10 per cent, the Federal 
Government one-third to two-thirds of the state’s cost 
depending on the state’s per capita income. This 
amendment was defeated by a vote of 67 to 28. 
Later on the same day the Anderson-Kennedy amend- 
ment, to place the program directly under Social Se- 
curity, was defeated by a vote of 51 to 44. Several 
other amendments were attempted and the bill passed 
by a vote of 91 to 2. 

After a conference committee reached an agree- 
ment the House accepted the Conference Committee 
report on August 26, 1960, by a vote of 368 to 17. 
On August 29, the Senate approved the Conference 
Committee report by a vote of 73 to 12. The bill was 
signed by the President on September 13, 1960 and 
will become public law 86-778 on October 1, 1960. 

The following are the most significant items of 
this new law as they relate to health. 
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Title I deals with the OASDI program. It adds 
amendments relative to the election of coverage by 
ministers, state and local government employees, em- 
ployees of nonprofit organizations, domestic service 
and casual labor. Employees of municipal and coun- 
ty hospitals may elect for Social Security coverage 
regardless of how city or county governments have 
elected for their employees. 

The House included self-employed physicians, and 
interns and residents under Social Security. A Senate 
amendment took them out. This was agreed upon 
and as a result physicians are not now included in 
the bill. 

Title II modifies the ‘earnings test’ relating to 
benefits under Social Security. An individual may 
earn up to $1,200 a year without loss of benefits. If 
he earns between $1,200 and $1,500, his Social Se- 
curity benefit will be reduced by 50 cents for each 
$1 of earnings above $1,200. If he earns more than 
$1,500, his monthly benefit would be reduced 50c 
for each $1 of earnings between $1,200 and $1,500 
and $1 in benefits for each $1 earned above $1,500. 
As under exisiting law, no benefit would be withheld 
in any month in which the beneficiary earns less than 
$100. 

This title also liberalizes the requirements for a 
“fully insured” status by providing that an individual 
would need one quarter of coverage for each three 
quarters elapsing since the beginning of 1951 or 40 
quarters of coverage. (Existing law requires one 
quarter of coverage for each two elapsing since the 
beginning of 1951.) 

The Senate bill lowered the retirement age for men 
to 62. This was not in the House bill. The Conference 
Committee adopted the House version. Therefore, the 
retirement age remains at 65, where it was. 

Title III increases benefits for children of de- 
ceased workers and in certain cases raises family 
maximum benefits. 

Title IV eliminates age 50 as a requirement for 
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disability insurance benefits. It also takes off the six 
months waiting period in some cases. Under existing 
law, disabled persons who return to work under a 
state approved vocational rehabilitation plan may 
draw benefits for 12 months even though they are 
gainfully employed. Others, under similar circum- 
stances, do not have this benefit. The new law sub- 
stantially gives all an equal advantage although the 
formula is slightly different. 

Title V deals with unemployment compensation. 

Title VI is the section of most importance to 
Medicine. This offers medical assistance to persons 
on old age assistance and to other aged persons whose 
income and resources as determined by the state are 
not sufficient to meet the costs of necessary medical 
service. 

The law requires the program be placed in effect 
in all political subdivisions of the state. The state 
must participate financially. The program must be 
administered by a single state agency. Institutions, 
housing recipients of such benefits, must be standard- 
ized by the state and the state must guarantee that 
information regarding applicants and recipients be 
not disclosed to the public. 

The state shall also report regularly to the Secretary 
of Health, Education and Welfare. It shall make 
reasonable standards for determining eligibility for 
and the extent of such assistance and shall prepare 
a description of services that will be provided. 

“Old Age Assistance’ means ‘money payments to, 
or medical care in behalf of or any type of remedial 
care recognized under state law in behalf of, needy 
individuals who are 65 years of age or older, but 
does not include (1) any payments to or care in 
behalf of any individual who is an inmate of a pub- 
lic institution (except as a patient in a medical in- 
stitution) or any individual who is a patient in an 
institution for tuberculosis or mental diseases, or 
(2) payments to an individual diagnosed as having 
tuberculosis or psychosis and who is a patient in a 
medical institution, or (3) any care in behalf of an 
individual who is a patient in a medical institution 
for tuberculosis or psychosis for a period exceeding 
42 days. 

If the state plan includes medical assistance for 
the aged not under Old Age Assistance, this plan 
must provide some institutional and some non-insti- 
tutional care. The state cannot impose a lien upon 
the property either before the owner’s death or upon 
the survivor. 

Medical assistance would include: inpatient hos- 
pital services; skilled nursing home services; phy- 
sicians’ services; outpatient or clinic services; home 
care; private duty nursing; physical therapy and re- 
lated services; dental services; laboratory and x-ray 
services; prescribed drugs, eyeglasses, dentures and 
prosthetic devices; diagnostic screening and pre- 
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ventive services, and any other medical care or 
remedial care recognized under state law. 

There are no limitations on any of the above 
services except that long time care in a tuberculosis 
or mental hospital will not be paid. 

The Secretary of Health, Education and Welfare 
is required to approve any state plan which meets 
the above requirements. He cannot approve any plan 
which imposes an age requirement of more than 65, 
or a residence requirement which excludes anyone who 
has resided within the state five of the nine years im- 
mediately preceding his application or for medical 
assistance of the aged who are not under OAA and 
who reside in the state nor any citizenship require- 
ment which excludes a citizen of the United States. 
Moreover, the state must have only one plan for both 
the OAA and the medical assistance programs. They 
could, however, be administered by different depart- 
ments. 

The financial formula is complicated and varies ac- 
cording to the state’s per capita income. In an effort 
to be brief, the following is not entirely correct. It 
is intended to give an indication. The Federal Gov- 
ernment may pay from 50 per cent to 80 per cent of 
funds used for medical assistance with the state and 
county paying the remainder. This is broken down 
into a series of categories and varies with each, but 
unless a large amount of explanation is given this 
comes as close to defining the program as possible. 
The Federal Government will also contribute one- 
half the cost of operation of the program. 

Title VII includes many miscellaneous amend- 
ments such as increased appropriations for maternal 
and child health services from $21.5 to $25 million, 
crippled children’s services from $20 to $25 million, 
child welfare services from $17 to $25 million. It in- 
creases many other grants including aid to the blind 
from $50 to $85 a month. 


Party Health Platform 


Below are reprinted the statements relating to health 
which were adopted by each of the major parties 
during their National conventions. Material was pre- 
pared and reprinted from the A.M.A. News. 


REPUBLICAN 
HuMAN NEEDS 


The ultimate objective of our free society and of 
an ever growing economy is to enable the individual 
to pursue a life of dignity and to develop his own 
capacities to his maximum potential. 

Government’s primary role is to help provide the 
environment within which the individual can seek 
his own goals. In some areas this requires federal 
action to supplement individual, local and state 
initiative. The Republican Party has acted and will 
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act decisively, compassionately, and with deep human 
understanding in approaching such problems as 
those of the aged, the infirm, the mentally ill, and 
the needy. 

This is demonstrated by the significant increase in 
social security coverage and benefits as a result of 
recommendations made by the Eisenhower-Nixon Ad- 
ministration. As a result of these recommendations 
and normal growth, 14 million persons are receiving 
benefits today compared to five million in 1952, and 
benefit payments total $10.3 billion as compared to 
$2.5 billion in 1952. In addition there have been in- 
creases in payments to those on public assistance, 
both for their basic needs and for their health and 
medical care; and a broad expansion of our federal- 
state program for restoring disabled persons to use- 
ful lives—an expansion which has accomplished the 
rehabilitation of over half a million persons during 
this Administration. 

New needs, however, are constantly arising in our 
highly complex, interdependent, and urbanized so- 
ciety. 

To meet the needs of the aging, we pledge: 

—Expansion of coverage, and liberalization of se- 
lected social security benefits on a basis which would 
maintain the fiscal integrity of the system. 

—Support of federal-state grant programs to im- 
prove health, welfare and rehabilitation services for 
the handicapped older persons and to improve stand- 
ards of nursing home care and care and treatment 
facilities for the chronically and mentally ill. 

—Federal leadership to encourage policies that will 
make retirement at a fixed age voluntary and not 
compulsory. 

—Support of programs that will persuade and en- 
courage the nation to utilize fully the skills, wisdom 
and experience of older citizens. 

—Prompt consideration of recommendations by 
the White House Conference on Aging called by 
the President for January 1961. 


HEALTH AID 


Development of a health program that will provide 
the aged needing it, on a sound fiscal basis and 
through a contributory system, protection against 
burdensome costs of health care. Such a program 
should 

—-provide the beneficiaries with the option of pur- 
chasing private health insurance—a vital distinction 
between our approach and Democratic proposals in 
that it would encourage commercial carriers and vol- 
untary insurance organizations to continue their ef- 
forts to develop sound coverage plans for the senior 
population ; 

—protect the personal relationship of patient and 
physician ; 

—include state “participation. 


For the needs which individuals of all age groups 
cannot meet by themselves, we propose: 

—Removing the arbitrary 50-year age requirement 
under the disability insurance program while amend- 
ing the law also to provide incentives for rehabili- 
tated persons to return to useful work. 

—A single, federal assistance grant to each state 
for aid to needy persons rather than dividing such 
grants into specific categories. 

—A strengthened federal-state program to re- 
habilitate the estimated 200,000 persons who annually 
could become independent after proper medical serv- 
ices and occupational training. 

—A new federal-state program, for handicapped 
persons completely dependent on others, to help 
them meet their needs for personal care. 


HEALTH 


There has been a five-fold increase in government- 
assisted medical research during the last six years. 
We pledge: 

—Continued federal support for a sound research 
program aimed at both the prevention and cure of 
diseases, and intensified efforts to secure prompt and 
effective application of the results of research. This 
will include emphasis on mental illness. 

—Support of international health research pro- 
grams. 

We face serious personnel shortages in the health 
and medical fields. We pledge: 

—Federal help in new programs to build schools 
of medicine, dentistry, public health and nursing and 
to provide financial aid to students in those fields. 

We are confronted with major problems in the 
field of environmental health. We pledge: 

—Strengthened federal enforcement powers in 
combatting water pollution and additional resources 
for research and demonstration projects. Federal 
grants for the construction of waste disposal plants 
should be made only when they make an identifiable 
contribution to clearing up polluted streams. 

—Federal authority to identify, after appropriate 
hearings, air pollution problems and to recommend 
proposed solutions. 

—Additional resources for research and training 
in the field of radiological medicine. 


PROTECTION OF CONSUMERS 


In safeguarding the health of the nation the 
Eisenhower-Nixon Administration’s initiative has re- 
sulted in doubling the resources of the Food and 
Drug Administration and in giving it new legal 
weapons. More progress has been made during this 
period in protecting consumers against harmful food, 
drugs, and cosmetics than in any other time in our 
history. We will continue to give strong support to 
this consumer-protection program. 
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VETERANS 


We believe that military service in the defense of 
our Republic against aggressors who have sought to 
destroy the freedom and dignity of man imposes 
upon the nation a special responsibility to those who 
have served. To meet this responsibility, we pledge: 

—Continuance of the Veterans Administration as 
an independent agency ; 

—Highest possible standard of medical care with 
increasing emphasis on rehabilitation to restore them 
to meaningful lives. 


DEMOCRATIC 
HEALTH 


Illness is expensive. Many Americans have neither 
incomes nor insurance protection to enable them to 
pay for modern health care. The problem is par- 
ticularly acute with our older citizens, among whom 
serious illness strikes most often. 

We shall provide medical care benefits for the aged 
as part of the time-tested social security insurance sys- 
tem. We reject any proposal which would require 
such citizens to submit to the indignity of a means 
test—a “pauper’s oath.” 

For young and old alike, we need more medical 
schools, more hospitals, more research laboratories to 
speed the final conquest of major killers. 

Medical Care for Older Persons. Sixty million 
Americans—more than one-third of our people— 
have no insurance protection against the high cost of 
illness. For the rest, private health insurance pays, 
on the average, only about one-third of the cost of 
medical care. 

The problem is particularly acute among the 16 
million Americans over 65 years old, disabled work- 
ers, widows and orphans. 

Most of these have low incomes and the elderly 
among them suffer two to three times as much il!ness 
as the rest of the population. 

The Republican administration refused to acknowl- 
edge any national responsibility for health care for 
elder citizens until forced to do so by an increasingly 
outraged demand. Then, their belated proposal was 
a cynical sham built around a degrading test based on 
means or income—a “‘pauper’s oath.” 

The most practicable way to provide health protec- 
tion for older people is to use the contributory ma- 
chinery of the social security system for insurance 
covering hospital bills and other high cost medical 
services. For those relatively few of our older people 
who have never been eligible for social security cov- 
erage, we shall provide corresponding benefits by 
appropriations from the general revenue. 

Research. We will step up medical research on 
the major killers and crippling diseases—cancer, 
heart disease, arthritis, mental illness. Expenditures 
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for these purposes should be limited only by the avail- 
ability of personnel and promising lines of research. 
Today such illness costs us $35 billion annually, much 
of which could be avoided. Federal appropriations for 
medical research are barely one per cent of this amount. 

Heart disease and cancer together account for two 
out of every three deaths in this country. The Demo- 
cratic President will summon to a White House con- 
ference the nation’s most distinguished scientists in 
these fields to map a coordinated long-run program 
for the prevention and control of these diseases. 

We will also support a cooperative program with 
other nations on international health research. 

Hospitals. We will expand and improve the Hill- 
Burton hospital construction program. 

Health Manpower. To ease the growing shortage 
of doctors and other medical personnel we propose 
federal aid for constructing, expanding and modern- 
izing schools of medicine, dentistry, nursing and 
public health. 

We are deeply concerned that the high cost of 
medical education is putting this profession beyond 
the means of most American families. We will pro- 
vide scholarships and other assistance to break through 
the financial barriers to medical education. 

Mental Health. Mental patients fill more than 
half of the hospital beds in the country today. We 
will provide greatly increased federal support for 
psychiatric research and training and community 
mental health programs to help bring back thousands 
of our hospitalized mentally ill to full and useful 
lives in the community. 


A PROGRAM FOR THE AGING 


The Democratic administration will end the neg- 
lect of our elder citizens. They deserve lives of use- 
fulness, dignity, independence, and participation. 
We shall assure them not only health care but em- 
ployment for those who want work, decent housing, 
and recreation. 

Already 16 million Americans—about one in ten 
—are over 65, with the prospect of 26 million by 
1980. 

Health. As stated, we will provide an effective 
system for paid-up medical insurance upon retirement, 
financed during working years through the social 
security mechanism and available to all retired per- 
sons without a means test. This is first priority. 

Income. Half of the people over 65 have incomes 
inadequate for basic nutrition, decent housing, min- 
imum recreation and medical care. Older people who 
do not want to retire need employment opportunity ‘ 
and those of retirement age who no longer wish to 
or cannot work need better retirement benefits. 

We pledge a campaign to eliminate discrimination 
in employment due to age. As a first step we will q 

(Continued on page 535) i 
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VOTE 


NOVEMBER 8th 


And Give Your Employees Time to Exercise 
Their Voting Right 


If you fail to do so, the 
time may come 
when you no longer have 
the opportunity! 
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The Business Side 
of Medicine 


Life Insurance Dividends 


FLOYD F. WEHRENBERG, Kansas City, Missouri 


The average physician is currently carrying approx- 
imately $70,000 of life insurance of various types. 
This means that the matter of dividend treatment fre- 
quently poses an important problem. 


Four Options to Consider 


Basically, there are four options that may be exer- 
cised on most participating life insurance contracts 
with regard to the disposition of dividends. These 
are: 1, The cash option which provides that annual 
dividends will be paid in cash; 2, the premium op- 
tion which provides that dividends will be used an- 
nually in partial satisfaction of premiums due; 3. the 
paid-up insurance option which provides for the 
application of annual dividends to purchase paid-up 
additions to your life insurance policy; and 4, the 
interest option which provides for the deposit of 
dividends with the company to accumulate at interest. 

For the most part, Options No. 1 and No. 4 have 
little value for the average physician in the process 
of building up his insurance program today. Option 
No. 1 is of value only on paid-up participating poli- 
cies where the policyholder has no need for addi- 
tional insurance and is no longer paying premiums 
against which the dividends could be offset. Option 
No. 4 is generally outmoded due to a low rate of 
return (two per cent to 2.5 per cent) and the fact 
that with most low net cost companies, the paid-up 
additions will have a cash value which will equal or 
exceed the accumulation of dividends at interest over 
a period of years. Option No. 4 would be worth 


Mr. Wehrenberg is Missouri-Kansas manager, Professional 
Management Midwest, 4010 Washington Street, Kansas 
City, Missouri. 


considering only on contracts where it would be 
elective to convert accumulated dividends and inter- 
est to paid-up insurance at any time. Incidentally, 
such a privilege is relatively rare today. 


Two and Three Are Best 


It is our opinion that Options No. 2 and No. 3 
are most worthy of consideration for the average 
policyholder. Option No. 2 is most useful for the 
doctor who, at a young age, is building up a large 
insurance program and wants maximum protection. 
Obviously he can carry much more insurance by pay- 
ing the net premium (premium less dividend) than 
he could by using dividends in another manner. As 
this doctor improves his financial position or if he 
later becomes uninsurable, he can change his election 
to paid-up insurance if he wishes. 

Option No. 3 is usually best when a doctor is 40 
to 50 years of age and does not have as much insur- 
ance as he should have or would like to have. It is 
also valuable to the doctor who has become uninsur- 
able. In either of these situations he can elect to have 
the dividends purchase paid-up additions. This will 
increase his protection and maintain a cash value 
about equal to or slightly greater than the dividends 
invested. He is thereby given the advantage of maxi- 
mum protection while he retains a cash reserve for 
retirement or emergency use. 


Years Ago 
Many doctors years ago elected to leave dividends 
at interest. They now have a sizable accumulation 


drawing two per cent to three per cent taxable inter- 
est. In these cases, each situation should be reviewed 
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and probably the dividend option changed. If the 
doctor needs protection through additional insurance, 
a paid-up insurance option should be taken on future 
dividends and to the extent possible on accumulated 
dividends. If paid-up additions are prohibited on the 
accumulation, it is our feeling that these dividends 
can be withdrawn and profitably reinvested elsewhere. 
This also applies to the situation where present in- 
surance, reduced insurance needs and other assets 
make it unnecessary to consider additional insurance. 
Dividends can usually be withdrawn and reinvested 
at a higher return. 

Before a decision is made, however, your insurance 
needs and coverage should be thoroughly reviewed 
by a competent insurance agent or analyst. Your 
over-all financial position must be taken into consider- 
ation in relation to the methods of change available 
to you under your individual contracts of insurance. 
If you have a dividend problem or question, contact 
a qualified person for counsel at once. 


Editorial Comment 
(Continued from page 532) 


prohibit such discrimination by government con- 
tractors and subcontractors. 

We will amend the Social Security Act to increase 
the retirement benefit for each additional year of 
work after 65, thus encouraging workers to continue 
on the job full time. 

To encourage part-time work by others, we favor 
raising the $1,200 a year ceiling on what a worker 
may earn while still drawing social security benefits. 

Retirement benefits must be increased generally; 
and minimum benefits raised from $32 to $50 a 
month. 

Housing. We shall provide decent and suitable 
housing which older persons can afford. Specifically 
we shall move ahead with the program of direct gov- 
ernment loans for housing for older people initiated 
in the Housing Act of 1959, which the Republican 
administration has sought to kill. 

Special Services. We shall take federal action in 
support of state efforts to bring standards of care in 
nursing homes and other institutions for the aged up 
to desirable minimums. 

We shall support demonstration and training pro- 
grams to translate proven research into action in such 
fields as health, nutritional guidance, home are, 
counseling, recreational activity. 

Taken together, these measures will afhim a new 
charter of rights for the older citizens among us—the 
right to a life of usefulness, health, dignity, inde- 
pendence and participation. 

Physically Handicapped. We pledge continued 
support of legislation for the rehabilitation of physi- 


cally handicapped persons and improvement of em- 
ployment opportunities for them. 


Vote November 8 


In a previous, August, 1960 issue, the JOURNAL 
summarized regulations governing political activities 
of the Medical Society. In general these require the 
Society shall not endorse candidates but issues may 
be discussed. Please read the health platforms of the 
two major parties which are published in this issue 
of the JoURNAL in the Editorial section. 

The Society is legally permitted to advise its in- 
dividual members to engage in political activities in 
behalf of the party of their choice. The physicians of 
Kansas have a special responsibility in health legisla- 
tion. They should examine the health platforms of 
the two parties, select the program they prefer and 
then learn the views of the individual candidates in 
this regard. Once this is known, the doctor as a 
citizen should use his special influence in the support 
of the candidate who will support his philosophy of 
good government in all fields, but especially in the 
area of health. 

The Kansas Medical Society may legally ask each 
of its members to exert his privilege of voting. The 
coming election will determine the course this coun- 
try will take in the future. Unless each eligible voter 
casts his preference, the government might well not 
represent the majority. 

Election day is Tuesday, November 8. Your par- 
ticipation in this democratic function is essential. Be 
sure all members of your family, who are of voting 
age, will also cast their ballot. Give employees time 
away from the office to enable them to vote. Encour- 
age voting among your friends, talk to your patients 
about it. 


Our main business is not to see what lies dimly at 
a distance, but to do what lies clearly at hand. 
—Sir William Osler 


USE YOUR MEDICAL 
LIBRARIES 


YOUR LIBRARIAN WILL BE 
HAPPY TO ASSIST YOU 
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From the Stacks 


Mrs. BLENDENA EVANS, Librarian 
Stormont Medical Library, State House 
Room 516, Topeka, Kansas 

Phone CE 5-0011 ex. 297. 


Recent Acquisitions 


Allergy 
Prigal, S. Fundamentals of modern allergy. 1960. 


Anesthesiology 
Bonica, J. Clinical applications of diagnostic and 
therapeutic nerve blocks. 1959. 
Evans, F. General anaesthesia. Volumes 1 and 2, 
1959. 
Smith, R. Anesthesia for infants and children. 


1959. 
Wylie, W. D. A practice of anesthesia. 1960. 


Bacteriology and Immunology 


Clifton, C. Annual review of microbiology. 1959. 
Prescott, S. Industrial microbiology. 1959. 


Biochemistry 


Hoggman, W. S. Biochemistry of clinical medicine. 


1959. 
Luck, J. M. Annual review of biochemistry. 1960. 
White, A. Principles of biochemistry. 1959. 


Biography , 
Magnuson, P. Ring the night bell. 1960. 


Cancer 


Ariel, I. M. Cancer and allied diseases of infancy 
and childhood. 1960. 

Blum, H. Carcinogenesis by ultra-violet light. 1959. 

Field, J. Cancer diagnosis and treatment. 1959. 

Raven, R. Cancer of the pharynx, larynx, and 
esophagus. 1958. 


Dermatology 
Lewis, G. Practical dermatology. 1959. 
Sauer, G. Manual of skin diseases. 1959. 
Sternberg, T. Modern dermatologic therapy. 1959. 
Sutton, R. Diseases of the skin. 1956. 


Diabetes 


Joslin, E. The treatment of diabetes mellitus. 1959. 
Joslin, E. Diabetic manual. 1959. 


State Medical Library 


Gastrointestinal System 


Allen, J. The physiology and treatment of ulcers. 
1959. 
Ross, S. Synopsis of treatment of anorectal diseases. 


1959. 


Genetics 


Osborne, R. Genetic basis of morphological varia- 
tion. 1959. 

Peters, J. Classic papers in genetics. 1960. 

Sinnott, E. Principles of genetics. 1958. 


Books and periodicals will be sent 
anywhere in the state. You pay only the 
postage, four cents for the first pound 
and one cent for each additional pound. 


Genitourinary System 


Colby, F. Pyeionephritis. 1959. 
Kenyon, H. The prostate gland. 1959. 


Histology 
Rodahl, K. Bone as a tissue. 1960. 


History 
Turner, E. S. Call the doctor. 1959. 
Garrison, F. H. An introduction of the history of 
medicine. 1929 reprint. 


Hypnosis 


Ambrose, G. A handbook of medical hypnosis. 
1958. 

Gill, M. Hypnosis and related states. 1959. 

Marmer, M. Hypnosis in anaesthesiology. 1959. 


Today the rhythm of our life is too quick. In the 
immensity of the sea alone in a small boat you meet 
again your personality. It is not true that we are 
nothing in this world, but we are less than we think 
we ate. When you are alone at sea you understand 
the valor, the pain and the happiness of the human 
being.—Mirco Tapavica 


536 


| 
{ 
| 
j 
ta 
: 


Dr. William Menninger, Topeka, spoke at the Mis- 
souri Mental Health Conference on ‘‘Mental Health 
in a Modern Society” which was held in Jefferson 
City in September. 


Dr. Mahlon Delp has been appointed chairman 
of the Department of Medicine at the University of 
Kansas School of Medicine and Medical Center in 
Kansas City. A member of the faculty since 1938, fol- 
lowing his graduation, internship and residency at 
the Kansas school, Dr. Delp since 1952 has been in 
charge of the school’s postgraduate medical educa- 
tion department which enrolled over 6,300 in its 
courses during the year ending June 30, 1960. He is 
a diplomate of the American Board of Internal Med- 
icine and a fellow of the American College of Phy- 
sicians. 


Dr. Herbert Klemmer, Topeka, attended a meet- 
ing of the Mid-Continent Psychiatric Association in 
Little Rock, Ark., September 16-19. 


Dr. DeMerle E. Eckart, of Hutchinson, Kansas 
was speaker at the September meeting of the Reno 
County Ministerial Alliance. The topic of his talk 
was “The Pitfalls of the Social Approach to the 
Prevention of Mental Illness.” 


Dr. Karl-Menninger, Topeka, attended the Fourth 
International Criminological Congress, The Hague, 
September 5-8. Doctor Karl has been asked to act 
as a consultant in psychiatry to a research project on 
Insanity Procedures under the Law. The project is 
jointly sponsored by the School of Law and the De- 
partment of Psychiatry of Temple University’s School 
of Medicine in Philadelphia. He has also been ad- 
mitted to membership in the American Society of 
Criminology. 
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Personalities—in KANSAS MEDICINE 


Dr. E. L. Compere of Chicago, president of the 
International College of Surgeons, has recently noti- 
fied Dr. R. G. Rate, Halstead, that he has been ap- 
pointed Vice-Regent for Kansas. 


Drs. Edward Greenwood and Joseph Satten, 
Topeka, attended the Second United Nations Con- 
gress on the Prevention of Crime and Treatment of 
Offenders in England, August 8-20. 


Dr. R. O. Brown, Atchison physician, is president- 
elect of the Flying Physicians Association which five 
years ago he helped to found. He will take office next 
September. He has been a director of the organiza- 
tion since its beginning and was a vice president last 
year. He was named at a recent FPA meeting at 
Wagoner, Okla. 

The Flying Physicians Association has 1,600 mem- 
bers, a headquarters in Tulsa, Okla., and publishes 
a newsletter and a monthly magazine. Occasionally 
the members make “flights” to meeting places. Dr. 
Brown and his family have joined the group in flights 
to Cuba, Mexico and other convention sites. 

Broad purposes of the FPA area: 

1. To promote general aviation safety by example 
and teaching. 

2. To stimulate pilot proficiency and knowledge. 

3. To stimulate aviation consciousness and accept- 
ance in our youth. 

4. To encourage aviation activities within the med- 
ical and professional ranks. 


You can’t appreciate home till you've left it, money 
till it’s spent, your wife till she’s joined a woman’s 
club, nor Old Glory till you see it hanging on a 
broomstick on the shanty of a consul in a foreign 
town.—O. Henry 
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A.M.A. Clinical Meeting in Washington 


Washington, D. C., site of the 1960 clinical meet- 
ing of the American Medical Association, is a city 
of imposing dignity with a rich historical tradition. 


Things to See 

Its world famous landmarks, the Washington 
Monument, Lincoln Memorial, Capitol, and White 
House, are the city’s biggest attractions. But the 
symmetrically laid out streets of the nation’s capital 
lead to many other points of interest. 

In the vicinity of the White House, grouped around 
Lafayette Square, are Blair-Lee House, the president’s 
guest house; Decatur House, one of the few remain- 
ing mansions that originally lined the square; the 
Truxtum-Decatur Naval Museum; the former home 
of Dolly Madison, and St. John’s Church where 13 
presidents have worshipped. 

An estimated 51,000,000 historical items are 
jammed into the Smithsonian Institution, located on 


Washington, D. C., the nation’s capital, will also be 
the capital of American medicine November 28-Decem- 
ber 1 during the 14th Clinical Meeting of the Amer- 
ican Medical Association. Hundreds of scientific and 
industrial exhibits, symposiums, lectures, and group 
discussions have been scheduled to appeal to the phy- 
sician in family practice. Headquarters will be in the 
Sheraton-Park Hotel and most scientific activities will 
be held in the*National Guard Armory. 


the Mall which lies between Capitol Hill and the 
Lincoln Memorial. The collection, including Charles 
A. Lindbergh’s plane, The Spirit of St. Louis, and 
stuffed game bagged by Theodore Roosevelt, has 
earned for the institution the nickname of “the na- 
tion’s attic.” 

The real historical charm of Washington is found 
in Georgetown. Many houses reflect the feeling of the 
colonial era. However, there is only one authentical- 
ly furnished Colonial house open to the public all 
year round—Dunbarton House, a brick mansion built 
around 1800. Another of Georgetown’s famous 
houses is Evermay, built about 1792. 

Two other famous homes near Washington are 
Robert E. Lee’s restored mansion in Arlington, Va., 
and the white-columned Mount Vernon of George 
Washington. 

There are many places associated with the first 
president within easy reach of the capital. In nearby 
Alexandria are Christ Church, where Washington 
was a vestryman, and Gadsby’s Tavern, his head- 
quarters as a colonel in the Virginia Militia. 


Gettysburg—New and Old 


Just 80 miles from Washington is Gettysburg, Pa., 
scene of the greatest battle of the Civil War. Cannons 
still stand in place, and the sequence of events can be 
reconstructed from markers and tablets. 

Other historically interesting towns, slightly farther 
from Washington, are Fredericksburg, Williamsburg, 
Charlottesville and Richmond in Virginia, and An- 
napolis, Md. 

In addition to historical sights, most visitors to 
Washington go to Arlington National Cemetery to 
view the tombs of the unknown soldiers of three 
wars and take tours of the Supreme Court, the FBI 
and the Bureau of Engraving and Printing. 

Washington also takes pride in its cultural attain- 
ments. It has many fine art galleries, among them 
the National Gallery of Art, the Corcoran Gallery 
of Art, Freer Gallery of Art and Phillips Memorial 
Gallery. It also has innumerable theaters and offers 
concerts by the National Symphony Orchestra and the 
Army, Navy, Air Force and Marine bands. 

Washington has excellent restaurants, many featur- 
ing seafood from Chesapeake Bay. There are also 
French, German, Italian and Oriental restaurants in 
the capital. 

An attractive feature of shopping in Washington 
are the frequent noon-time fashion shows in leading 
department stores. 

(Continued on page 540) 
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The federal government is offering states liberal 
matching funds to provide health care for needy and 
near-needy persons 65 years of age and older. 

The program, which Congress approved in the 
bob-tailed post-convention session, is supported by 
the American Medical Association and allied health 


groups. 
Labor Bill Defeated 


Congressional approval of the federal-state pro- 
gram marked a victory for the medical profession 
and a defeat for Democratic Presidential Nominee 
John F. Kennedy, the AFL-CIO and other advocates 
of the Social Security approach to the problem. 

In a key vote on the issue, the Senate rejected by 
a 51-44 vote a Kennedy proposal that would have 
provided hospitalization and medical care for the 
aged under the Social Security system. The Kennedy 
plan would have required an increase in payroll 
taxes. 

Republicans and Southern Democrats joined in 
the Senate to defeat the Social Security approach 
which was opposed vigorously by the medical pro- 
fession. 

After voting down the Kennedy plan and a sep- 
arate proposal of the Eisenhower Administration, 
the Senate passed a modified version of a House- 
approved program. The modifications, sponsored by 
Sen. Robert S. Kerr (D., Okla.) and others, pro- 
vided for increases in the percentage of federal match- 
ing funds and for administrative changes designed 
to facilitate state participation. 


Here’s the Plan 


Under the legislation as signed into law by Presi- 
dent Eisenhower, 1. substantial increases are author- 
ized in federal grants to states to help with health 
care expenses of the 2.4 million persons on old age 
assistance rolls, and 

2. Federal matching funds are offered the states 
to finance a new program of health care for an esti- 
mated ten million aged persons who are not on re- 


This summary of Washington news is prepared by the 
A.M.A. Washington Office for distribution to state med- 
ical journals. 


lief but whose incomes may be inadequate to take 
care of all their health costs. 

Start of the program was authorized for Oct. 1 for 
those states where new state legislation is not re- 
quired. 

Administration of the program rests entirely with 
the states, subject to Federal approval in broad terms. 
It is up to each individual state whether it partici- 
pates. Eligibility standards for beneficiaries and what 
health care services are provided are matters for the 
states to decide. 

If a state so chooses, it can take care of all the 
health needs of an eligible beneficiary. The law 
authorized inpatient hospital services; skilled nurs- 
ing home services; physicians’ services; outpatient or 
clinic services; home care services; private duty nurs- 
ing services; physical therapy and related services; 
dental services; laboratory and x-ray services; pre- 
scribed drugs, eyeglasses, dentures and prosthetic de- 
vices; diagnostic screening and preventive services, 
and any other medical care or remedial care recog- 
nized under state law. 


Government to Give 50-80% 


For medical expenses of persons on old age as- 
sistance rolls, the federal government will contribute 
50 to 80 per cent-——with states with low per capita 
income getting the larger percentages of federal aid 
—of an amount equal to $12 multiplied by the num- 
ber of old age assistance recipients in a particular 
state. 

The matching formula will be the same for fi- 
nancing the health care of the near-needy but there 
is no $12 limitation figure. 

Health, Education, and Welfare officials estimated 
first-year costs of the program at $262 million— 
$202 million federal and $60 million state. Annual 
costs are estimated to rise by the end of the fifth 
year to $340 million federal and $180 million state. 
However, these estimates admittedly are no more 
than educated guesstimates because so much de- 
pends upon state action. 

The medical-care-for-the-aged legislation was in- 
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cluded in an omnibus measure titled Social Security 
Amendments of 1960. It also eliminated the age 50 
requirement for eligibility for disability insurance 
benefits. 

The Senate knocked out of the House bill a pro- 
vision that would have brought physicians under 
Social Security coverage. 


Other Legislation 


On other legislation of interest to the medical 
profession: 

Congress passed bills authorizing expenditure of 
$10 million of counterpart funds abroad to stimulate 
international research; authorizing up to 15 per cent 
of National Institutes of Health research grants for 
non-governmental medical research ; directing a broad 
study of air pollution prcblems; requiring informa- 
tive labeling on packages of hazardous substances 
for household use, and giving the government power 
to establish a tolerance on the amount of color addi- 
tives that may be used in various products. 

The Senate failed to act upon House-approved 
legislation that would have given physicians and 
other self-employed persons a tax break on income 
put into private pension plans. 


A.M.A. Clinical Meeting in Washington 
(Continued from page 538) 


All in all, autumn in Washington can be a de- 
lightful season for the physician and his family at- 
tending the AMA’s 14th clinical meeting. 


Top Scientific Program Planned for MDs 


The clinical meeting will offer a well-rounded, 
stimulating scientific program designed to interest 
both family physicians and specialists. The symposia, 
presentations, and discussions will stress the theme, 
“New Developments in Old Diseases and Old De- 
velopments in New Diseases.” 

Participants will include proponents of both sides 
where different views exist on the management of 
a disease or medical condition. For example, should 
tonsils be removed when mildly involved or only 
when they are badly diseased ? 

The patient's side will also be heard on one sym- 
posium. Clarence B. Randall, an industrialist and 
special assistant to President Eisenhower, will talk 
on coronary disease from the patient’s viewpoint. 

The Problem of Management of Nodules, always 
perplexing for both the specialist and the family 
physician, will be discussed by three panels concerned 
with breast nodules, the solitary pulmonary nodule, 
and nodules of the neck. 
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Another panel will discuss Recent Advances of the 
Use of Antibiotics and Steroids, and additional sym- 
posia will cover areas in obstetrics-gynecology, pe- 
diatrics, edema, cirrhosis and liver diseases, renal 
problems, osteoporosis, thyrotoxicosis, eye problems, 
orthopedic surgery and trauma, clinical nutrition and 
bronchopulmonic disease. 

Outstanding physicians and research scientists from 
throughout the nation will conduct the scientific pro- 
gram, and the timetable of discussions has been ar- 
ranged so that physicians may attend the maximum 
number of sessions and participate in discussions in 
the particular fields in which they are most interested. 

All the scientific sessions will be held at the Dis- 
trict of Columbia National Guard Armory. Starting 
at 9:30 a.m., Monday, November 28, and runnirg 
until 11:30 a.m., Thursday, December 1, three sec- 
tions in both morning and afternoon will be held 
simultaneously in separate rooms at the Armory. 
One section will be devoted to presentations of for- 
mal papers, another to panel discussions, and the 
third will be a symposium, all of which have ques- 
tion-and-answer periods. 

Another important and integral part of the clin- 
ical meeting will be the Scientific Exhibit which will 
contain approximately 125 exhibits in the Armory. 
Many of these will relate to such specific subjects as 
cardiovascular conditions, arthritis and rheumatism, 
and cancer. Others will be grouped into rather broad 
areas such as neurology and psychiatry, pediatrics, 
orthopedics, dermatology, drug therapy, surgery, 
ophthalmology and otolaryngology, obstetrics and 
gynecology, and laboratory and clinical investiga- 
tion. Special demonstration exhibits on Fractures and 
Problems in Delivery will also be included. 

Over 100 exhibits will make up the Industrial 
Exhibition, also in the Armory, where the products, 
services, and aids provided by industry to physicians 
and their patients will be on display and staffed by 
competent and knowledgeable attendants. 

Medical motion pictures will be shown at the 
Armory, as well as closed color television showings 
originating in Georgetown University Hospital. Six 
one-hour TV presentations will be devoted to der- 
matology, pediatrics, emergency treatment of major 
injuries, newer methods of surgical treatment of 
peptic ulcer, orthopedics, and pathology. 

Three scientific breakfasts will be held on both 
Tuesday and Wednesday at the Statler Hotel with 
the themes of “To Do or Not To Do” and ‘Problems 
of Management” in particular diseases or types of 
cases. 


The entire scientific program of the Clinical 
meeting appears in the October 22 issue of the 
Journal of the American Medical Association. 
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“Obituaries 


D. R. STERETT, M.D. 


Dr. David R. Sterett, 80, Leavenworth, died July 27 at 
St. John’s Hospital, following a year’s illness. 

Born March 11, 1880 in Iowa, he came to Kansas with 
his parents at an early age and received his early education 
at Sterling. 

He attended Sterling College, Harvard School of Med- 
icine, Washburn College, the University of Chicago, and 
graduated from the University of Kansas School of Medicine 
in 1907. 

Coming to Leavenworth from Winchester in 1916, he has 
practiced 44 years. 

He was a member of the First Presbyterian Church, 
Leavenworth County Medical Society and the Rotary Club. 
He received an award a short time ago from the Rotary 
Club for perfect attendance for moré than a third of a 
century. 

He was a member of the Leavenworth County Medical 
Society and a member of this Society since 1921. 

Dr. Sterett is survived by his wife, Mrs. Annabel Sterett 
of the home; one son, Kenneth Sterett, RR 3; one sister, 
Mrs. Louise Morrow, Torrington, Wyoming; two grand- 
children and two great grandchildren. 


LEROY CALKINS, M.D. 


Dr. Leroy A. Calkins, 66, of Fairway, died September 1 
at the University of Kansas Medical Center after a very 
short illness. He had been a professor and chairman of the 
department of obstetrics and gynecology at the University 
of Kansas School of Medicine 30 years. 

Dr. Calkins was graduated from Cornell College, Mount 
Vernon, Iowa, and the University of Minnesota. He was an 
associate professor of obstetrics and gynecology for three 
years at Minnesota, and for five years he was professor and 
chairman of the department in his specialty at the Uni- 
versity of Virginia. 

He went to the University of Kansas in 1929 where he 
was a member of Sigma Xi and Alpha Omega Alpha, sci- 
entific fraternities, and Phi Beta Pi, a medical fraternity. 

He was a founding member of the Central Association 
and the American College of Obstetrics and Gynecology. Dr. 
Calkins twice served as president of the Kansas City 
Gynecological society and for 15 years was on the executive 
board of the American Association of Obstetricians and 
Gynecologists. He was president of the association in 1951- 


He became a member of the Society in 1933 and was 
a member of the Wyandotte County Medical Society at the 
time of his death. 

He leaves his wife. Mrs. Virginia Calkins of the hyme; 
four sons, Dr. Larry Calkins, Fairway; Dr. James P. Calkins, 


Tucson; David Calkins and John Calkins of the home; a 
daughter, Miss Kathy Calkins of the home; two brothers, 
Julius Calkins, National City, Calif., and Charles Calkins, 
Spring Valley, Calif.; a sister, Mrs. Donald Cowan, Min- 
neapolis, and seven grandchildren. 


N. A. BURKETT, M.D. 


Dr. N. A. Burkett, 44, of Council Grove, died September 
8, at the St. Joseph’s Hospital in Kansas City, Mo., where 
he had been critically ill for several days. 

He underwent surgery at the Council Grove hospital and 
because of complications, was taken to the Kansas City 
hospital. 

Dr. Burkett, a practicing physician came to Council 
Grove from Junction City in January, 1947, after serving 
as the Geary County health officer for several years. He had 
engaged in general practice in Council Grove since that 
time. 

He was a graduate of the University of Kansas Medical 
School and served in the European Theater in World War 
II with a medical unit. He became a member of the Society 
in 1942 and was a member of the Morris County Society at 
the time of his death. 

Survivors include Mrs. Burkett and two daughters, Julie 
and Connie. 


A. K. OWEN, M.D. 


Dr. Arthur K. Owen, the first Topeka physician to 
specialize in the use of X-ray, died August 28 at Denver. 
He was 79. 

He was born Feb. 9, 1881, in Illinois. He worked his 
way through college and the Yale School of Med‘cine ard 
then served his internship in the New Haven General Hos- 
pital. In 1913 he came to Topeka to practice medicine. 
In World War I he served in the Medical Corps and his 
AEF ribbon had five battle bars. He returned to Topeka and 
installed an X-ray machine in 1919. For many years he was 
in partnership with Dr. Guy A. Finney. 

Dr. Owen was a member of a number of professional 
o-ganizations. He was a past president of the Shawnee 
County Medical Society, a fellow of the American College 
of Radiology and a diplomate of the American Board of 
Radiology. 

He continued active in his profession, although on a 
limited scale, even after suffering two attacks of coronary 
thrombosis. He retired in 1957. He and Mrs. Owen sold 
their home and moved to Denver. 

He became a member of the Society in 1921 and was a 
member of the Shawnee County Medical Society at the time 
of his death. 
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Shield 


Federal Employees Covered by Blue Shield 


Blue Cross-Blue Shield led all other organizations 
in the enrollment of federal workers eligible for cov- 
erage under the Federal Employee Health Benefits 
legislation. More than 55 per cent of the estimated 
1,695,000 federal workers who selected health ben- 
efits coverage from among the 38 programs available, 
chose to enroll in Blue Cross-Blue Shield. 

This health insurance program for approximately 
two million federal employees and members of their 
families went into effect shortly after July 1, with the 
government paying between one-half and one-third 
of the cost. Each federal employee had free choice 
to enroll (or not to enroll) in one of two govern- 
ment-wide programs. One program provides service 
benefits, and for that, the government has contracted 
with Blue Cross-Blue Shield. In the other program, 
indemnity-type benefits were provided through com- 
mercial carriers. 


A Vote of Confidence 


Representatives of the National Blue Cross and 
Blue Shield Associations said that the selection of 
Blue Cross-Blue Shield by nearly a million federal 
employees represented ‘an overwhelming vote of con- 
fidence in these community oriented organizations” 
and made their programs the “coverage of choice.” 

It was also emphasized that the preference for Blue 
Cross and Blue Shield reflected in the choice of 
federal workers followed the pattern of leadership 
and popularity these plans have continued to dis- 
play in the enrollment of large segments of the pub- 
lic at large. 


Wanted High Level Protection 


It can be noted that a breakdown of enrollment 
totals in both the Blue Cross-Blue Shield program 
and that offered by commercials, government em- 
ployees chose the high level, higher cost benefits pro- 
gram in preference to the low benefits, lower cost 
option in a ratio of about four to one. 

This would indicate that federal workers share 
with the public at large in their desire to have a com- 
prehensive degree of coverage in preference to that 
of minimal standards and that apparently people are 
prepared to pay the additional price for broader 
forms of protection. 

It is also pointed out that this is the first time 
the element of free choice involving such a variety 
of programs has been exercised by so many in- 
dividuals at one time. “Neither group enrollment in 
industry nor individual enrollment campaigns on a 
community basis,” Blue Cross-Blue Shield leaders 
said, “can be compared with this federal employee 
enrollment; and that is why the vote of confidence 
registered in the selection of Blue Cross-Blue Shield 
by nearly a million government workers, stands as 
remarkable evidence of the confidence that people 
have in the Blue Cross and Blue Shield organizations 
and in the voluntary hospitals and physicians who 
sponsor these programs.” 


How It Works in Kansas 
BENEFITS 


The Civil Service Commission necessarily stipulated 
that there was to be a reasonable degree of uniform- 
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ity of benefits (services covered) to insure all fed- 
eral employees similar coverage. Two levels of ben- 
efits were established which are known as High and 
Low Option Plans which provide essentially the 
same benefits but differ in the amounts paid for 
covered services, and in the cost to the government 
employee. Also a “major medical” type of benefit 
was included to supplement the basic program. 


THE Basic BENEFITS ARE 


Surgery—in the hospital or the doctor's office. 

General anesthesia in the hospital or the doctor's 
office when administered by a physician other than 
the operating surgeon or his assistant. 

In-hospital medical care for non-surgical illness. 

Obstetrical care—Not including prenatal care. 

Diagnostic x-ray in the doctor’s office within 72 
hours after an accident only. 


Radiation therapy in the doctor’s office, malig- 


nancies and non-malignant neoplasms. 

The following services are not covered under 
the Basic Blue Cross-Blue Shield Plans: 

Ambulance services. 

Assistant surgeon. 

Blood and blood plasma. 

Consultation. 

Cosmetic surgery—except as required by ac- 
cidental injury occurring after effective date of 
membership. 

Dental surgery. 

Diagnostic admissions. 

Diagnostic laboratory services in the doctor's 
office. 

Diagnostic x-ray in the doctor's office (except 
for accident cases within 72 hours). 

Drugs and medicine out of the hospital. 

Home and office calls. 

In-hospital medical care of TB and of mental 
conditions as limited to 30 days in the High 
Option and 10 days in the Low Option during any 
benefit period. 

Local anesthesia, and anesthesia administered by 
the surgeon or his assistant. 

Materials, appliances, supplies. 

Oral surgery is limited to that not involving 
any tooth structure, alveolar process, periodontal 
disease, or abcess. 

Workmen’s Compensation cases. 


SUPPLEMENTAL (MAJOR MEDICAL) BENEFITS 


Supplemental benefits are provided for services not 
included in the basic Plans. 


HIGH OPTION PLAN 


After the member has pa‘d $100 for services not 
paid for by the Basic Plan, the Major Medical Plan 


will pay 80 per cent of the charges made for all 
medical expenses, except as set forth below under 
limitations. 
Maximum $10,000 per benefit period, $20,000 per 
person. 
LOW OPTION PLAN 


After the member has paid $200 for services not 
paid for by the Basic Plan, the Major Medical Plan 
will pay 75 per cent of the charges made for all 
medical expenses, as set forth below under limita- 
tions. 

Maximum $2,500 per benefit period, $5,000 per 
person. 

The “deductibles” are applicable to each member 
of the family. Under either option, covered services 
under Major Medical include home and office calls, 
consultation, assistant surgeon, prescription drugs, 
nursing service, diagnostic procedures, ambulance, 
prescribed appliances, etc. 


Limitations of Supplemental Benefits 


Benefits for cosmetic surgery and treatment and 
dental work is limited to that required to correct ac- 
cidental injury occurring after the effective date of 
membership. 

Benefit for nursing care is limited to that of a reg- 
istered nurse not related to the patient. Maximum 
nursing allowance under the Low Option Plan is 
$500. 

Benefits for treatment of mental disorders is lim- 
ited to in-patient care, and 50 per cent of out-patient 
or out of hospital care in the High Option; and to 
in-patient care only in the Low Option. 

Benefit for treatment of pulmonary tuberculosis is 
limited to in-patient care only. 


How Payments Are Made 
Basic PLAN 


Services covered under the Basic Blue Shield pro- 
gram for Federal Employees are to be reported to 
Kansas Blue Shield on the regular Service State- 
ments. The “identification number’ from the mem- 
ber’s Identification Card should be reported on the 
Service Statements under ‘membership number.” Pay- 
ment for basic services will be included on your reg- 


ular Blue Shield check. 


Mayor MEDICAL PLAN 


The member should be billed for professional 
services not covered by the Basic Plan. It is the mem- 
ber’s responsibility to submit a special “Major Med- 
ical Claim Form’ and itemized statements and _re- 
ceipts to Blue Shield. The necessary forms may be 
obtained from the Blue Shield office by the member. 
A national administrative office will make payment 
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under the supplemental benefits portion of the pro- 
gram directly to the member. 


New Doctor Relations Man 


Kenneth Allen began work in September as the 
new Physician Relations Representative for Kansas 
Blue Cross-Blue Shield. He succeeds Herman Skelton 
who was named to the position of Assistant Director 
of Physician Relations following the resignation of 
Jim Parmiter. These changes were announced by 
Proctor Redd, Director of Hospital-Physician Rela- 
tions. 

Mr. Allen is a former teacher in the public schools 
in Salina. He and his family expect to make their 
home in Topeka. 


Arthur S. Flemming, Secretary of Health, Educa- 
tion, and Welfare, will be the keynote speaker at the 
Annual Program Conference of Blue Shield Plans to 
be held October 10-11, 1960, at the Drake Hotel in 
Chicago. 

A record attendance of more than 300 Blue Shield 
Plans’ physician-trustees and executives, as well as 
state and local medical society officers and secretaries, 
are expected to hear Secretary Flemming talk on the 
subject, “Voluntary Health Plans Today and Tomor- 
row.” 

The two-day conference has as its theme ‘The 
Essentials of Leadership,” and will consider such 
important subjects as “Blue Shield and American 
Medicine—A Partnership for Progress,” ‘Identifying 
the Needs and Objectives Essential to Progress in 
Blue Shield,” “Developing Executive Talent to Meet 
Future Management Needs,” and “Government As 
a Purchaser of Health Care Benefits.” 

In addition to Secretary Flemming, leaders in in- 
dustry and American medicine are being invited to 
participate in the conference. Acceptances have al- 
ready been received from Dr. Norman A. Welch, 
Speaker of the House of Delegates of the American 
Medical Association, and Dr. Donald Stubbs, Chair- 
man of the Board of the National Association of Blue 
Shield Plans and one of three recipients of the 1960 
“Health-USA” award sponsored jointly by the Metro- 
politan Washington (D. C.) Board of Trade and the 
Medical Society of the District of Columbia. 

The National Association stated that the October 
conference will replace the highly successful Blue 
Shield Professional Relations Conferences normally 
held each February. “This new conference arrange- 
ment, which combines the professional relations meet- 
ing with the annual program session of the Plans, 
will provide an invaluable means of enhancing physi- 
cians’ knowledge and understanding of the many 
facets of Blue Shield management problems and will 
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enable physicians to understand more fully the vital 
role they can play in shaping the future of their 
local Blue Shield Plans,’ the National Association 
reported. 


From time to time a patient may ask you about a 
health protection program with lower monthly dues 
than Blue Cross-Blue Shield. When you hear this, 
have you ever asked him to compare the other pro- 
gram with the benefits he enjoys in Blue Cross-Blue 
Shield ? 

Also, to the patient who is vof enrolled in Blue 
Cross-Blue Shield: Ask him to compare his present 
coverage with Blue Cross-Blue Shield by checking 
the following questions: 

e Will the Plan pay the full cost of semi-private 
accommodations ? 

e Does the Plan cover in full other most important 
hospital services such as drugs, laboratory, operating 
room, oxygen, etc. ? 

e Does the Plan cover both the more frequent low 
cost illnesses and the less frequent high cost illnesses ? 

e Does the Plan provide 120 days per admission 
for general illness and accidents ? 

e Does the Plan provide at least 30 days per con- 
tract year for members over 65 and for mental and 
nervous illnesses ? 

© Does the Plan provide the same hospital cover- 
age for maternity care as for other conditions? 

e Does the Plan provide the same coverage for 
the member's spouse and unmarried children up to 
age 21? 

® Does the Plan cover children from birth (includ- 
ing premature babies) ? 

e Will the Plan permit the member who changes 
jobs, moves or retires to continue his protection? 

© How much of the dues is used to administer 
the Plan? 


In spite of its sometimes troublesome nature, the 
digestive system is one of the most wonderful parts 
of the human body. Can you guess, for example, 
how small food particles are made before digestion 
is complete? The answer is that 4,000 such particles, 
side by side, would measure only one-tenth of an 
inch long—and 25 miilionths of an inch wide! 


For the third time since he took office, President 
Eisenhower signed a bill with press and newsreel 
cameras covering the event. This one was the measure 
that allowed the Treasury to raise interest rates on 
E and H bonds bought since June 1, 1959, to 334 
per cent. 
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Hazarp For Doctors 


Officials of the American Medical Association are 
concerned about one constant hazard which physicians 
face in their practice—fake house calls by killers. In 
June a doctor at Dubuque, Ia., answered a call to a 
rooming house to treat a woman who was ill. The 
doctor’s wife received a call two hours later, the caller 
telling her that the doctor would be detained on the 
call overnight. When the doctor did not arrive at 
his home or office the next day, his wife notified the 
police. Ten days later the bullet-pierced body of the 
physician was found on a farm ten miles from Du- 
buque. A month later an ex-convict was arrested in 
Alabama where he was trying to sell the doctor's 
car. The doctor’s medical bag was in the car. 

The AMA News said that crimes of this kind are 
more frequent than is generally realized. ‘‘Police blot- 
ters around the nation reveal a number of instances 
where doctors have been summoned on spurious 
house calls, only to be robbed or slugged by thieves 
or drug addicts,” the News says. 

Doctors loyal to their profession do not want to 
ignore appeals for help by persons who are suffering. 
Such doctors answer late calls as a matter of duty. 
The most ruthless and heartless criminals know this 
and so they set up traps as the one at Dubuque. 
Most doctors, probably, have learned to be extremely 
careful about such calls. They try to make certain that 
the calls are genuine and the need is real. Some that 
were not so careful have become victims of murderers. 

The American Medical Association’s law depart- 
ment recommends several steps to be taken when 
there are calls from strangers. Demanding the tele- 
phone number and address from which the call is 
placed is one. Calling back will reveal whether it 
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Kansas Press 
Looks at Medicine 


Editor's Note. In this section the JourNAL repro- 
duces editorials relating to medicine which have ap- 
peared in the lay press. An effort is made to include 
both favorable and unfavorable comments, and the 
Editorial Board in no instance assumes responsibility 
for the opinions expressed. 


was placed from a pay station. The telephone com- 
pany can verify the location of a telephone number. 
A pay station call should alert the doctor to the pos- 
sibility that it is a fake. Another suggestion is for 
police protection in answering an alleged emergency 
call. If a doctor on investigation convinces himself 
that it is a fake, he should notify the police and 
give the facts. 

Criminals work many diabolic schemes for rob- 
bery purposes. Murder is not the object of such a 
crime but it is often a result of a robbery plot. No 
doctor should be criticized for failing to answer a 
call from a stranger unless he can veritfy its authen- 
ticity. A doctor who answers a blind call from a 
stranger places himself in the same position as a 
motorist who picks up a stranger who is trying to 
hitchhike on the highway.—Pittsburg Headlight, Au- 
gust 26, 1960. 


But Basies Can't READ 


President Eisenhower recently signed into law the 
Federal Hazardous Substances Labeling Act. Thus 
ended a 25-year struggle by the American Medical 
Association and other health groups to have poison- 
ous products so labeled. This law declares that any 
hazardous product not so labeled is ‘‘misbranded”’ ; is 
liable to seizure; and its manufacturer can be fined 
$3,000 and jailed for a year. 

Such a law was badly needed as each year in the 
U. S. A. there are 200,000 accidental poisonings, re- 
sulting in 5,000 deaths. According to the U. S. Health 
Service, most accidental poisoning victims are chil- 
dren, and 43 per cent of all deaths among children 

(Continued on page 547) 
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Applications for Charter Membership in the 
American Society of Diagnostic Radiology are now 
being received. Membership is open to GENERAL 
PRACTITIONERS and INTERNISTS who do or 
may desire to do some types of Diagnostic Radiology 
in their offices. 

For further information please write: Louis Shat- 
tuck Baer, M.D., F.A.C.P., 411 Primrose Road, Bur- 
lingame, Calif. 


Competitive Examinations for appointment of 
physicians as Medical Officers in the Regular Corps 
of the United States Public Health Service Commis- 
sioned Corps will be held throughout the United 
State on January 31, and February 1 and 2, 1961. 

Appointments provide opportunities for career 
service in clinical medicine, research, and preventive 
medicine-public health. They will be made in the 
PHS officer grades of Assistant Surgeon and Senior 
Assistant Surgeon, equivalent to Navy ranks of 
Lieutenant (j.g.) and Lieutenant, respectively. 

Entrance Pay for Assistant and Senior Assistant 
Surgeons with dependents is nearly $8,000 a year 
(Assistant Surgeon applicants are assigned the tem- 
porary grade of Senior Assistant). Promotions are 
made at rapid intervals. 

Benefits include periodic in-grade pay increases, 30 
days annual leave with pay, sick leave with pay, full 
medical care, disability retirement pay, retirement pay 
(three-fourths of annual basic pay at time of retire- 
ment), and many other privileges. 

Active Duty as a Public Health Service officer ful- 
fills the Selective Service obligations for military 
duty. 

Requirements are U. S. citizenship, and graduation 
from a recognized school of medicine. For the rank 
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Announcements 


Professional meetings, conferences, and postgraduate 
courses of national importance are listed for the Doc- 
tor’s CaLenpar. Notice of the session is posted in 
advance to allow the physician time to make prepa- 


rations. 


of Assistant Surgeon, at least 7 years of collegiate and 
professional training and appropriate experience are 
needed. For Senior Assistant Surgeon, an additional 
three years, for a total of at least 10 years of col- 
legiate and professional training and appropriate 
experience, are needed. Applicant must be under 34 
years of age for appointment to Assistant grade; 
under 37 for Senior Assistant grade. 

Entrance Examinations will include an interview, 
physical examination, and comprehensive objective 
examinations in the appropriate professional fields. 

Application forms may be obtained by writing to 
the Surgeon General, United States Public Health 
Service (P), Washington 25, D. C. Completed ap- 
plication forms must be received no later than De- 
cember 2, 1960. 


The American College of Chest Physicians will 
hold its annual Interim Session at the Shoreham 
Hotel in Washington, D. C. this November. The 
scientific sessions will be held on Saturday and Sun- 
day, November 26 and 27. Monday, November 28, 
will be reserved for administrative sessions. Dr. 
M. Jay Flipse, Miami, Florida, President of the Col- 
lege, will preside. 

Dr. Joseph W. Peabody, Jr., Washington. D. C., 
and his committee, have arranged a scientific pro- 
gram of exceptional interest including Symposia on 
Congenital Bronchopulmonary Disorders, The Role 
of Steroid Therapy in Chest Diseases, and Current 
Therapeutic Issues. 

A highlight of the program will be the Fireside 
Conferences on Sunday evening, November 27. In 
addition, there will be three round table luncheon 
discussions on both Saturday and on Sunday. These 
will feature prominent speakers discussing various 
aspects of heart and lung diseases. 
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Cancer of the Uterine Cervix, Endometrium and 
Ovary 


October 21 and 22, 1960 


The fifth annual clinical conference for physicians 
will be held Friday, October 21, and Saturday, Octo- 
ber 22, 1960, in the auditorium at The University 
of Texas M. D. Anderson Hospital and Tumor In- 
stitute, Texas Medical Center, Houston. 

Registration: 8:15-9:15 a.m., Friday, October 21, 
at the auditorium of M. D. Anderson Hospital. Since 
the Rice-Texas football game will be played at Rice 
Stadium October 22, hotel reservations should be made 
in advance of the Conference. A limited number of 
rooms at the Shamrock-Hilton Hotel will be held for 
Conference registrants; these rooms should be ob- 
tained by sending reservations directly to the hotel. 
State on your room request that you are attending this 
Clinical Conference. For tickets to the Rice-Texas 


night game, contact the Athletic Office, Rice Uni- » 


versity. 

Credit Hours: Members of the Academy of Gen- 
eral Practice desiring credit for attendance at this 
conference must register in advance with The Uni- 
versity of Texas Postgraduate School of Medicine, 
Jesse Jones Library Building, Houston, Texas. Ten 
hours of approved for Category I AAGP credit will 
be certified for attendance. A $5.00 registrar’s fee 
must accompany the credit registration. Make checks 
payable to The University of Texas. 


The Kansas Press Looks at Medicine 
(Continued from page 545) 
aged 2 and 3 are from poisonings. The USPHS at- 
tributes this terrific death toll to some 300,000 com- 
mon household products not labeled with adequate 
warnings. 


The AMA and the other health groups are to be 
commended for their persistence. 

It strikes us, however, that their task is not fin- 
ished. As products containing poison take such a 
heavy tool of 2 and 3 year old tots—at which tender 
age they’ve not yet learned to read—should there 
not be another law—one that would make it unlaw- 
ful for mamas and papas of the nation to leave bot- 
tles and packages labeled “‘poison’”’ where the young- 
sters can reach them; with penalties for the careless 
parents ? 

With both producers and parents facing penalties, 
accidental poisonings of our children would be great- 
ly minimized.—Conway Springs Star, August 25, 
1960. 

M. V. EGGLESTON 


Think on These 


A man knows when he is justified, and not all the 
wits in the world can enlighten him on that point. 
—Henry David Thoreau 


Peace is not absence of war, it is a virtue, a state of 
mind, a disposition for benevolence, confidence, 
justice.—S pinoza 


Composing is like fishing. You get a nibble, but 
you don’t know whether it’s a minnow or a marlin 
until you reel it in.—Jerome Kern 


Even though science may enable mankind to con- 
trol its own evolution, the test tube will never replace 
passionate preference. As far into the future as I can 
see with my eyes shut, people are still pairing for 
love and money.—Robert Frost 


Notice of Kansas Basic Science Board Examination 


The Kansas Board of Basic Science Examiners will give examinations in the subjects 
of anatomy, bacteriology, chemistry, pathology and physiology on November 4-5, 1960, 
in Science Hall, Kansas State College, Pittsburg, Kansas. Satisfactorily completed applica- 
tions for examination should be submitted at least 30 days prior to date of examination. 
Application blanks and other information can be obtained from Dr. L. C. Heckert, Sec- 
retary of the Kansas Board of Basic Science Examiners, Pittsburg, Kansas. 
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The Kansas Medical Society—1960-1961 


OFFICERS COUNCILORS 
---J. W. Manley, Kansas City 
Immediate Past President....Glenn R. Peters, Kansas City District 4 “Dick B. McKee, Pittsburg 
First Vice-President..........Norton L. Francis, Wichita District Ralph G, Ball, Manhattan 
District ..James A. McClure, Topeka 
Second Vice-President ...... .-H. St. Clair O’Donnell, Ellsworth District . L. Morgan, Emporia 
District Gordon Claypool, Howard 
George E. Burket, Jr., Kingman District Mitchel, Salina 
-John L. Lattimore, Topeka District ohn N. Blank, Hutchinson 
A.M.A. Delegate, 1960-1962...George F. Gsell, Wichita District ‘William, J. Reals, Wichita 
District bert C. Hatcher, Wellin 
A.M.A. Alternate, 1960-1962..H. St. Clair O’Donnell, Ellsworth District 13 St. Clair O’ "Donnell, — 
A.M.A. Delegate, 1961-1963...Lucien R. Pyle, Topeka Bend 
A.M.A. Alternate, 1961-1963. .Glenn R. Peters, Kansas City 
Chairman of Editorial Board..Orville R. Clark, Topeka Oe Serres mre: John O. Austin, Garden City 
OFFICERS OF COMPONENT SOCIETIES—1960 
Society President Secretary 
T. M. Dougherty, Garnett.. .-Claib B. Harris, Jr., Garnett 
Atchison... - Edwin T. Wulff, Atchison. . E. Harrington Atchison 
Barton... -Anol Beahm, Great Bend. -+ Robert Unrein, Hoisington 
Bourbon. - Pratt Irby, Fort Scott ... --Guy I. Akers, Fort Scott 
Brown... Scanlon, Horton.. T. Nichols, Hiawatha 
F. Lowry, El Dorado... -+Kenneth B. Dellett, El Dorado 
Joseph Seitz, Ellsworth.. Eugene T. Siler, Hays 
Cherokee...... F. H. Jones, Columbus....... H. L. Bogan, Baxter Springs 
Coffey. A. B. MeCommell, Burlington... Henry J. Dick, Burlington 
Cowley... +++ L. Norris, Edgar D. Hinshaw, Arkansas City 
BR. W. Briggeri, Howard R. Elliott, Pittsburg 
Howard L. Wilcox, S. Reed, Lawrence 
Geary. C.. V.. Minnick, Junction City... L. Bunker, — City 
Harveyc Peamces A. oc Lee S. Fent, Newton 
W. A. R. Madison, --C. D, Townes, Perry 
C. S. Hershner, Esbon....... R. M. Owensby, Mankato 
A. S. Reece, Gardner... R. E. Delphia, Olathe 
0060606 ..V. L. Jackson, Altamont. . }: D. Pace, Parsons 
Leavenworth...... . Kenneth Powell, Leavenworth. M. Graham, Leavenworth 
Albert E. Martin, Jr., Coffeyville 
Fred E. Brown, St. Marys 
- Otto F. Prochazka, Liberal. . Harold Dittemore, Liberal 
W. Martin, Topeka........ . Richard Beach, Topeka 
Hardman, Smith Center. Watts, Smith Center 
it Hulett, Anthony D. Christensen, Kiowa 
. Longwood, Stafford Everett Brown, Stafford 
L. L. Huntley, Washington 
Raymond Beal,- Fredonia. Cy Stevenson, Neodesha 
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ADVERTISEMENTS 


OMOT 


SELECTIVELY: LOWERS 


LOMOTIL represents a major advance over the 
opium derivatives in controlling the propulsive 
hypermotility occurring in diarrhea. 

Precise quantitative pharmacologic studies dem- 
onstrate that Lomotil controls intestinal propulsion 
in approximately 41 the dosage of morphine and 
%o the dosage of atropine and_that therapeutic 
doses of Lomotil produce few or none of the diffuse 
untoward effects of these agents. 

Clinical experience in 1,314 patients amply sup- 
ports these findings. Even in such a severe test of 
antidiarrheal effectiveness as the colonic hyperac- 
tivity in patients with colectomy, Lomotil is effec- 
tive in significantly slowing the fecal stream. 

Whenever a paregoric-like action is indicated, 
Lomotil now offers positive antidiarrheal control 
... with safety and greater convenience. In addition, 


MORPHINE ATROPINE 


EFFICACY AND SAFETY of Lomotil are indicated by its low median effective 
dose. As measured by inhibition of charcoal propulsion in mice, Lomotil was 
effective in about 4; the dosage of morphine hydrochloride and in about 49 the 
dosage of atropine sulfate. 


PROPULSIVE MOTtILity 


as a nonrefillable prescription product, Lomotil 
offers the physician full control of his patients’ 
medication. 

PRECAUTION: While it is necessary to classify 
Lomotil as a narcotic, no instance of addiction has 
been encountered in patients taking therapeutic 
doses. The abuse liability of Lomotil is comparable 
with that of codeine. Patients have taken therapeu- 
tic doses of Lomotil daily for as long as 300 days 
without showing withdrawal symptoms, even when 
challenged with nalorphine. 

Recommended dosages should not be exceeded. 

DOSAGE: The recommended initial dosage for 
adults is two tablets (5 mg.) three or four times 
daily, reduced to meet the requirements of each 
patient as soon as the diarrhea is controlled. Main- 
tenance dosage may be as low as two tablets daily. 
Lomotil, brand of diphenoxylate hydrochloride 
with atropine sulfate, is supplied as unscored, un- 
coated white tablets of 2.5 mg., each containing 
0.025 mg. (44400 gr.) of atropine sulfate to dis- 
courage deliberate overdosage. 

Subject to Federal Narcotic Law. 
Descrip and directions for use available 
in Physicians’ New Product Brochure No. 81 from 
6.0. SEARLE «co. 
P.O. Box 5110, Chicago 80, Illinois 
Research in the Service of Medicine 
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after milk and rest, why Donnalate? 


Once you’ve prescribed milk and rest for a peptic ulcer patient, Donnalate 4 ‘y 
may be the best means for fulfilling his therapeutic regimen. This is because 

Donnalate combines several recognized agents which effectively complement 

each other and help promote your basic plan for therapy. A single tablet also ‘ 
simplifies medicine-taking. 


in Donnalate: Dihydroxyaluminum aminoacetate affords more con- 


sistent neutralization than can diet alone. e Phenobarbital improves the pos- 
sibility of your patient’s resting as you told him to. e Belladonna alkaloids 
reduce GI spasm and gastric secretion. And by decreasing gastric peristalsis, 
they enable the antacid to remain in the stomach longer. 


Each Donnalate tablet equals one Robalate® tablet plus one-half Donnatal® 
tablet: Dihydroxyaluminum aminoacetate, N. F., 0.5 Gm.; Phenobarbital (44 
gr.), 8.1 mg.; Hyoscyamine sulfate, 0.0519 mg.; Atropine sulfate, 0.0097 
mg.; Hyoscine hydrobromide, 0.0033 mg. 


A.H.Robins Co. inc 
® “t= RICHMOND 20, VIRGINIA = 
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ADVERTISEMENTS 


contain 
the 
bacteria-prone 
cold 


(Triacetyloleandomycin, Triaminic® and Calurin®) 


safe antibiosis 


Triacetyloleandomycin, equivalent to oleandomycin 125 mg. 
This is the URI antibiotic, clinically effective against certain 
antibiotic-resistant organisms. 


inner fast decongestion 
prot e ctio n ( Triaminic®, 25 mg., three active components stop running noses. 


Relief starts in minutes, lasts for hours. 


with... 
well-tolerated analgesia 


Calurin®, calcium acetylsalicylate carbamide equivalent to 
aspirin 300 mg. This is the freely-soluble calcium aspirin that 
minimizes local irritation, chemical erosion, gastric damage. 
High, fast blecd levels. 


TAIN brings quick, symptomatic relief of the common cold 
(malaise, headache, muscular cramps, aches and pains) espe- 
cially when susceptible organisms are likely to cause secondary 
infection. Usual adult dose is 2 Inlay-Tabs, q.i.d. In bottles of 50. 
B only. Remember, to contain the bacteria-prone cold...TAIN. 


SMITH-DORSEY Lincoln, Nebraska 
a division of The Wander Company 
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ADVERTISEMENTS 


COLDS AND SINUSITIS— 


THE RIGHT AMOUNT OF “INNER SPACE” 


RIGHT AWAY 


LABORATORIES 
New York 18, N. Y. 
NEO-SYNEPHRINE 
(Brand of phenylephrine hydrochloride) 
hydrochloride 


. NASAL SOLUTIONS AND SPRAYS 


Neo-Synephrine hydrochloride relieves the boggy 
feeling of colds immediately and safely, without 
causing systemic toxicity or chemical harm to nasal 
membranes. Turbinates shrink, sinus ostia open, 
ventilation and drainage resume, and mouth-breath- 
ing is no longer necessary. 


Gentle Neo-Synephrine shrinks nasal membranes 
for from two to three hours without stinging or 
harming delicate respiratory tissues. Post-thera- 
peutic turgescence is minimal. Neo-Synephrine does 
not lose its effectiveness with repeated applications 
nor does it cause central nervous stimulation, jitters, 
insomnia or tachycardia. 

Neo-Synephrine solutions and sprays produce shrink- 


age of tissue without interfering with ciliary activity 
or the protective mucous blanket. 


® For wide latitude of effective and safe treatment, 


Neo-Synephrine hydrochloride is available in nasal 
sprays for adults and children; in solutions from 
144% to 1%; and in aromatic solution and water 
soluble jelly. 


: 


in infectious disease.» 

in 

in hepatic disease» 

in malabsorption 
in degenerative 
in cardiac disease 

in dermatitis 

in peptic ulcers" 

in neuroses & psychiatric disorders?" 
in diabetes 

in 

in ulcerative colitis: 

in osteoporosis» 

in pancreatitis 

in female climacteric 


Patients with chronic disease deserve 


the nutritional support provided by 


Squibb Vitamin-Minerals for Therapy 


11 vitamins, 8 minerals 
Clinically-formulated and potency 
protected to provide 


enough nutritional support 
to do some good 


with vitamins only 


Theragran 
also available: 


Theragran Liquid 
Theragran Junior 


Theragran products do not contain folic acid. 


1-41 alist of the above references will be supplied on request. 


“THERAGRAN’® 1s A SQUIGS TRADEMARK Squibb Quality—the Priceless Ingr edient 
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relief from 


for your patients with 
‘low back syndrome’ and 


other musculoskeletal disorders 


POTENT muscle relaxation 
EFFECTIVE pain relief 
SAFE for prolonged use 


} 
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2 


stiffness and pain 


gr atify In > relief from stiffness and pain 
in 106-patient controlled study 

(as reported in J.A.M.A., April 30, 1960) 


“Particularly gratifying was the drug’s [Soma’s] 
ability to relax muscular spasm, relieve pain, and 
restore normal movement... Its prompt action, 
ability to provide objective and subjective assist- 
ance, and freedom from undesirable effects rec- 
ommend it for use as a muscle relaxant and anal- 
gesic drug of great benefit in the conservative 
management of the ‘low back syndrome’.” 


Kestler, O.: Conservative Management of “Low Back Syndrome”, 
].A.M.A. 172: 2039 (April 30) 1960. 


FASTER IMPROVEMENT—79% complete or marked 
improvement in 7 days (Kestler) 


EASY TO USE—Usual adult dose is one 350 mg. tablet 
three times daily and at bedtime. 


SUPPLIED: 350 mg., white tablets, bottles of 50. 
For pediatric use, 250 mg., orange capsules, bottles of 50. 


Literature and samples on request. 


SOMA 


(CARISOPRODOL, WALLACE) 


WW} WALLACE LABORATORIES, CRANBURY, NEW JERSEY 
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Physician Support of Medical Education 


Throughout the nation, medical schools are cooperating with the American Medical 
Education Foundation to encourage contributions from doctors for medical education. 
Among these schools is the University of Kansas School of Medicine. 

The importance and value of unrestricted gifts to supplement fees and state appropria- 
tions at state schools is known to all. At the University of Kansas, such gifts have been 
used for many purposes, ranging from salaries to equipment . . . from books to student 

activities. Without these, the quality of medical education suffers; with them, better 
training is insured. 

The University of Kansas School of Medicine joins the Kansas Medical Society and the 
American Medical Education Foundation in inviting its alumni and the physicians of 
Kansas to support medical education, either by contributions to the American Medical 
Education Foundation or to the Kansas University Endowment Association. 


The Kansas University Endowment Association 
Strong Hall University of Kansas 


In active people who won't take time to eat properly, MyADEc can help prevent deficiencies by 
providing comprehensive vitamin-mineral support. Just one capsule a day supplies therapeutic 
doses of 9 important vitamins plus significant quantities of 11 essential minerals and trace 
elements. MYADEC is also valuable in vitamin depletion and stress states, in convalescence, in 
chronic disorders, in patients on salt-restricted diets, or wherever therapeutic vitamin-mineral 


supplementation is indicated. 


Each myapec Capsule contains: viTAMINs: Vitamin Bis crystalline—5 mcg.; Vitamin (riboflavin)—10 mg.; 
Vitamin Be (pyridoxine hydrochloride)—2 mg.; Vitamin B: mononitrate—10 mg.; Nicotinamide (niacinamide) — 
100 mg.; Vitamin C (ascorbic acid)—150 mg.; Vitamin A—(7.5 mg.) 25,000 units; Vitamin D—(25 meg.) 1,000 
units; Vitamin E (d-alpha-tocophery] acetate concentrate) —5 I.U. MINERALS: (as inorganic salts) lodine—0.15 mg.; 
Manganese—1 mg.; Cobalt—0.1 mg.; Potassium—5 mg.; Molybdenum—0.2 mg.; Iron—15 mg.; Copper—1 mg.; 
Zinc—1.5 mg.; Magnesium—6 mg.; Calcium—105 mg.; Phosphorus—80 mg. Bottles of 30, 100 and 250. 


a quick “bite”... 
then back 

to the grind P 
nutritional 
deficiency’s 
not far behind. 
prescribe... 


high potency vitamin-mineral supplement 


PARKE-DAVIS 


PARKE, DAVIS & COMPANY 
Detroit 32, Michigan 
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ADVERT 


ISEMENTS 


Protection Against Loss of Income From Accident and Sickness 
as Well as Hospital Expense Benefits for You and All Your 
Eligible Dependents. 


ALL PHYSICIANS 
COME FROM 


PHYSICIANS CASUALTY & HEALTH 
ASSOCIATIONS 


OMAHA 31, NEBRASKA 
Since 1902 


Handsome Professional Appointment 
Book sent to vou FREE upon request. 


ANNUAL CLINICAL 
CONFERENCE 


Chicago Medical Society 
February 28, March 1, 2 and 3, 1961 
Palmer House, Chicago 


Lectures 
Teaching Demonstrations 
Medical Color Telecasts 
Instructional Courses 


The CHICAGO MEDICAL SOCIETY 
ANNUAL CLINICAL CONFERENCE 
should be a MUST on the calendar of 
every physician. Plan now to attend 
and make your reservation at the Palm- 
er House. 


SJ 


¥ 


cal Center. 

* Studio-type guest rooms with twin 
beds, shower and tub are spacious 
and beautifully decorated. 

* Air conditioning 


KC 


invite you to make use of the facilities of the Continuation Center and 
Student Union Building (The Student Center) at any time you are in the 
Kansas City area—for professional training, for business, for pleasure. 
All-weather tunnels connect all buildings at the University of Kansas Medi- 


Continuation Center and 
Student Union Building 


Executive Director, 
Continuation Center & Student Union Bldg. 
University of Kansas Medical Center 

39th & Rainbow 


Kansas City, Kansas TA 2-5252 Extension 450 


* 24-hour desk service 
* Free parking 
* Telephone service 


Rates: Single $5.50, Double $8.50 
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Coat styles change—whether it's a blazer or a B-complex vita- 
min. Not long ago, for instance, ‘Vitamins by Abbott’’ were 
dressed up with a new-style coating—Filmtab®. 


The most obvious result was a marked reduction in tablet size— 
up to 30% in some products, The tablets themselves’ were bril- 
liant in a variety of rainbow colors. They wouldn't chip or stick 
together in the bottle. All vitamin tastes and odors—gone. 


Such were the aesthetic gains. Behind these, a significant 
pharmaceutical advance: with Filmtab, deterioration is slowed 


| cn) VITAMINS by ABBOTT 


©1960, aveott Lasors Tories 


Note the two tablets on the shelf above; Cert, dlo-styie Bedar-coated Dayalets-M®. Right, 
the same formule, but Filmiab-coated—potenty’s assured, Gut O'd-styie bulk is cut 30%. 


ON COATS: 


STYLES CHANGE IN VITAMINS, TOO 


to an irreducible minimum, because the coating process is 


essentially a water-free procedure. 


Finally—most important—Filmtab guarantees that the content 


of each tablet matches the formula printed on the label. While 
the person taking the vitamins may not worry much about rigid 
stability, Abbott does. Assures it, through Filmtab. 


In. short, Filmtab’s a name that stands for quality, stability, 
potency. The very best in vitamin coatings. Filmtab doesn't add 
a penny to the cost. And it’s a name found only on 


009033A 
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NEWEST 
NUTRITIONAL 
PRODUCT 
FROM ABBOTT 


To meet special nutritional needs of growing teenagers ... 


@ RICH IN IRON, CALCIUM, VITAMINS—IMPORTANT FACTORS 
FOR THE GROWTH YEARS 


@ FILMTAB-COATED TO CUT SIZE AND ASSURE FULL POTENCY 
@ HANDSOME TABLE BOTTLES AT NO EXTRA COST (100-SIZE) 
@ ALSO SUPPLIED IN BOTTLES OF 250 AND 1000. 


NOW, DAYTEENS JOINS THE COMPLETE LINE 


OF QUALITY VITAMINS BY ABBOTT: 


FILMTAB 

DAYALETS® 

Table bottles of 100 
Bottles of 50 and 250 


FILMTAB 
DAYALETS-M® 
Apothecary bottles 
of 100 and 250 


Extra-potent maintenance 
formulas—ideal for the 
“nutritionally run-down” 


TAB—FILM-SEALED TABLETS, ABBOTT 


FILMTAB 
OPTILETS® 
FILMTAB 
OPTILETS-M® 
Table bottles of 
30 and 100 
Bottles of 1000 


Therapeutic formulas 
for more, severe de- 
ficiencies—illness, 
infection, etc. 


FILMTAB 
SUR-BEX® with C 
Table bottle of 60 
Bottles of 100, 
500 and 1000 


Therapeutic formula of 
the essential B-complex 
plus C, for convalescence, 
stress, post-surgery, etc. 


© 1960, ABBOTT LABORATORIES 0090338 


TRADEMARK 


EACH DAYTEENS FILMTAB® REPRESENTS: 


Vitamin A... (5000 units) 1.5 mg. 
Vitamin D........................ (1000 units) 25 mcg. 
Thiamine Mononitrate 2mg. 
Pyridoxine Hydrochloride...................... 0.5 mg. 
Vitamin Bi2 (as cobalamin concentrate)....... 2 mcg. 
Calcium 5 mg. 
ASCOPDIC 50 mg. 
Copper (as sulfate)........................00. 0.15 mg. 
lodine (as calcium iodate)....................4. 0.1 mg. 
Manganese (as sulfate)....................22. 0.05 mg. 
(as oxide). ... 0.15 mg. 
Galciuni (as 250 mg. 


Phosphorus (as calcium phosphate)......... 


VITAMINS by ABBOTT 


ABBOTT 


DAYALETS-M 
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yneillin’ Tablets — 250 (400,000 unit | 
s yncillin for Oral Solution — 60 ne bottles = when reconstituted, 125 mg. ( 200 ,000 a per 5m 


SYNCILLIN® 
500 mg. t.i.d. = 5 days 
24-year-old-male. Admitted with sore throat 

which had progressed rapidly in severity for 24 
hrs. Temp. 104.4, Pulse 110. Acute pharyngitis 
“and enlarged, red, bulging tonsils covered with 
“pus. Throat culture revealed beta hemolytic strep. 
Patient given 500 mg. SYNCILLIN t.i.d. Withir 
24 hrs., fever terminated by crisis with 


marked relief of local signs and symptoms. 


After 5 days, infection was cured. 


nd hospital: 
4 
Devertment 


ADVERTISEMENTS 


logical 
combination 


© 


for appetite 
Suppression 


= meprobamate plus 

d-amphetamine. ..suppresses 

appetite...elevates mood... 

E 


reduces tension... without 
insomnia, overstimulation 


t 
é or barbiturate hangover. 


anorectic-ataractic 
Dosage: One tablet one-half to one hour before each meal. 


ED 


GOSSARD Loong 
coeds ...& 


Ladies Shop . . . Street Floor Level . . . 112) Grand... BA 1.0206 
Kenses City 6, Missouri 


Prairie View Hospital 
Newton, Kansas 


Emphasizing a therapeutic milieu and — 
psychotherapy. A non-profit psychiatric 
service of the Mennonite Central Com- 
mittee. 


When too many tasks 
seem to crowd 

the unyielding hours, 

a welcome 

“pause that refreshes” 
with ice-cold Coca-Cola 
often puts things 

into manageable order. 


REG US PAT OFF 
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ADVERTISEMENTS 


no irritating crystals - uniform concentration in each drop. 


STERILE OPHTHALMIC SOLUTION 


PREDNISOLONE 21-PHOSPHATE-NEOMYCIN SULFATE 


2,000 TIMES MORE SOLUBLE THAN PREDNISOLONE OR HYDROCORTISONE 


“The solution of prednisolone has the 
advantage over the suspension in that no 
crystalline residue is left in the patient's 
cul-de-sac or in his lashes. ... The other 
advantage is that the patient does not have to 
shake the drops and is therefore sure of 
receiving a consistent dosage in each drop.’’? 


1. Lippmann, O.: Arch. Ophth. 57:339, March 1957. 

2. Gordon, D.M.: Am. J. Ophth. 46:740, November 1958. 
supplied: 0.5% Sterile Ophthalmic Solution NEO- 
HYDELTRASOL (with neomycin sulfate) and 0.5% Sterile 
Ophthalmic Solution HYDELTRASOL®. In 5 cc. and 2.5 cc. 
dropper vials. Also available as 0.25% Ophthalmic 
Ointment NEO-HYDELTRASOL (with neomycin sulfate) 
and 0.25% Ophthalmic Ointment HYDELTRASOL. 

In 3.5 Gm. tubes. 


HYDELTRASOL and NEO-HYDELTRASOL are trademarks of Merck & Co., Inc. 
Oe SHARP & DOHME Division of Merck & Co., Inc., Philadelphia 1, Pa. 
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ADVERTISEMENTS 


Squibb Announces 


Chemipen 


new chemically improved penicillin 
which provides the highest blood 
levels that are obtainable with oral 


penicillin 


As a pioneer and leader in penicillin therapy 
for more than a decade, Squibb is pleased 
to make Chemipen, a new.chemically im- — 
proved oral penicillin, available for clinical use. | 
With Chemipen it becomes possible as well as: ‘1 
convenient for the physician to achieve and main- 
tain higher blood levels—with greater speed—than \ 
those produced with comparable therapeutic doses of 
tassium penicillin V. In fact, Chemipen is shown to 
ee a 2:1 superiority in producing peak blood levels 
over potassium penicillin V.* 
Extreme solubility may contribute to the higher blood 
levels that are so notable with Chemipen.* Equally nota- 
ble is the remarkable resistance. to acid decomposition 
(Chemipen is stable at 37°C. at pH 2 to pH 3), which 
in turn makes possible the convenience of oral treatment. 


"And the economy for your patients will be of 
_ particular interest—Chemipen costs no more 
than comparable penicillin V preparations. 
_. . Dosage: Doses of 125 mg. (200,000 u.) or 
Hee 250 mg. (400,000 u.), t.i.d., depending on the 
severity of the infection. The usual precautions 
must be carefully observed with Chemipen, as with 
all penicillins. Detailed information is available on 
request from the Professional Service Department. 
Supply: Chemipen Tablets of 125 mg. (200,000 u.) and 
250 mg. (400,000 u.), bottles of 24 tablets. Chemipen 
Syrup (cherry-mint flavored, nonalco- SQUIBB 
holic), 125 mg. per 5 cc., 60 cc. bottles. 


*Knudsen, E. T., and Rolinson, G. N.: 
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anxiety 
disorientation 


NN) 


hostility 
irritability 
apprehension 
hysteria 


agitation 


insomnia 


chronic 
urticaria 


alcoholism 


menopausal 
syndrome 


neuro- 
dermatoses 


functional 
gastrointestinal 
disorders 


psychoneuroses 


tension 
headaches 


dysmenorrhea 
psychosomatic 


complaints 
situational 
stress 


asthma 


hyperactivity 


tics 


preoperative 


anxiety 
enuresis 
behavior 


problems 


ATARAX has a wide range of flexibility . . . from 
mild adult tensions and anxieties to full-blown 
alcoholic episodes . . . from the behavior dis- 
orders of childhood to the emotional problems 
of old age. Why? Because it gives you maximum 
adaptability of dosage . . . works quickly and 
predictably . . . is unsurpassed in safety. 


; ATARAX Offers extra pharmacologic actions 
' especially useful in certain troublesome con- 
/ ditions. It is antihistaminic and mildly anti- 
arrhythmic, does not stimulate gastric secre- 
tions. Hence it is well suited to the needs of 
your allergic, cardiac and ulcer patients. 


Have you discovered all the benefits of 
ATARAX? 


Dosage: Adults, one 25 mg. tablet, or one tbsp. Syrup 
q.i.d. Children, 3-6 years, one 10 mg. tablet or one tsp. 
Syrup t.i.d.; over 6 years, two 10 mg. tablets or two tsp. 
Syrup t.i.d. 


ATARAX ENCOMPASSES MORE PATIENT NEEDS...LETS YOU 
CHART A SAFER, MORE EFFECTIVE COURSE TO TRANQUILITY 


Supplied: Tiny 10 mg., 25 mg., and 100 mg. tablets, bot- 
tles of 100. Syrup, pint bottles. Parenteral Solution: 
25 mg./cc. in 10 cc. multiple-dose vials; 50 mg./cc. in 
2 cc. ampules. Prescription only. 


Complete bibliography available on request. 


ATARAX 


(BRAND OF HYDROXYZINE) 


PASSPORT TO TRANQUILITY 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the Worid’s Well-Being™ 


® for vitamin-mineral supplementation 
VITERRA’ 
@ therapeutic capsules 
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CLASSIFIED ADVERTISEMENTS 


TWO-MAN Pediatric Partnership seeks third pediatrician. 
Located in beautiful new medical building in one of Iowa’s 
most progressive towns. Excellent school, church and cultural 
facilities. Very fine opportunity. Write the JournaL 1-360. 


WANTED. General Practitioner—Cherryvale, Kansas. One 
who will do night work when needed. Good opening. Nothing 
to sell. Write the Journat 2-360. 


AVAILABLE: Resident doctor needed to treat patients in 
emergency room and out patient department. Good Salary. 
Call Kansas City, Kansas, MAyfair 1-0700 or Write the 
Journat 1-660. 


OPENING for associate physician in established office at 
excellent location in northwest Denver. Doctor—moving—en- 
joyed a very large practice, a very substantial part of which 
will remain to the new doctor. Remaining associate physician 
is well established internist. Write the JourNaL 2-660. 


INTERNIST, Board Eligible or Certified, Write the Jour- 
NAL 7-160. 


FOR SALE: Physician’s equipment, instruments, complete 
X-ray, five rooms office furniture. All modern, first class equip- 
ment of a late physician and surgeon. Office in excellent loca- 
tion, ground floor, progressive community, new 80-bed hospital 
under construction. Excellent opportunity for young physician 
and surgeon. Write the JourNAL 7-260. 


OPPORTUNITY for research investigator for long term 
or short term medical research. Write the JouRNAL 1-860. 


WISCONSIN OPPORTUNITY—Director, Community Men- 
tal Health Services. Help develop community mental health 
consultant service of state Division of ental Hygiene. 
Start $19,860. Range to $21,660. Need certification, and 
supervised work in a child psychiatry training program or 
two years in a community mental health or clinic program. 
Write Dr. Leonard J. Ganser, Director, 1552 niversity 
Avenue, Madison, Wisconsin. 


KANSAS—central; death of physician with fifty year 
practice grossing $40,000.00; six-room office with rentable 
apartments above; equipped with x-ray machine and_ air 
conditioning. Contact John Henry Lewis, Hoisington, Kan- 
sas. 


Deformity Appliances 
of Quality 


Orthopedic and Surgical Appliances 
Artificial Limbs 
Trusses 


Abdominal 
Supports 


Elastic 
Hosiery 


Foot 
Supports 


Taylor Back Brace 
Made to Order in 
Our Own Factory 


Surgical 
Corsets 


P. W. HANICKE MFG. CO. 
1009 McGee St. VI 2-4750 
KANSAS CITY, MO. 


THE NEC E 
WMETERS, MASK 


INCORPORATED | 


PHONE MOHAWK 5-5551 
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PURITY OXYGEN FOR THE TREATMENT OF THE OUT PATIENT. PURCHASE 
Please accept this invitation to visit the Kansas Oxygen 
0 Pp f N = H 0 Hi] § E Plant at the extreme east end of Carey Boulevard, 8 to 5 
_ Monday through Friday; other times by appointment. 


“Sometimes, I almost 
wish I were human so 
I could clear up this 
close-up, clogged-up 
nose of mine with 


TRIAMINIC*” 


...and for humans Nasal congestion often persists with “bulldog tenacity.” Nose drops 
x and sprays often reach only the more superficial respiratory mem- 

with branes and therefore fail to provide adequate relief. Furthermore, 
CLOGGED-UP they may add to the patient’s misery by producing rebound congestion, 
ciliary inhibition, and eventually “nose drop addiction.” TRIAMINIC 

NOSES... reaches all nasal and paranasal membranes systemically — provides 


more complete, longer-lasting relief while it avoids the harmful side 
effects associated with topical medication. 


Indications: nasal and paranasal congestion, sinusitis, postnasal drip, 


upper respiratory allergy. 
Relief is prompt and prolonged Each Triaminic timed-release Tablet provides: 
° * Phenylpropanolamine HCl................ 50 mg. 
because of this special timed-release action: Phenivamine maleate... 25 mg. 
nr ene 1 Dosage: 1 tablet in the morning, midafternoon and at bedtime. 
gd Says ausiend In postnasal drip, 1 tablet at bedtime is usually sufficient. 
to t Each timed-release Triaminic Juvelet® provides: 
the formulation of the Triaminic Tablet. 
then — the core Dosage: 1 Juvelet in the morning, midafternoon and at bedtime. 


disintegrates to 
give 3 to 4 more 
hours of relief 


Each tsp. (5 ml.) of Triaminice Syrup provides: 
¥% the formulation of the Triaminic Tablet. 

Dosage (to be administered every 3 or 4 hours): 
Adults —1 or 2 tsp.; Children 6 to 12—1 tsp.; 
Children 1 to 6 — % tsp.; Children under 1 — % tsp. 


® 
i R if A MI ii N I C timed-release tablets, juvelets, and syrup 


running noses and open stuffed noses orally 


SMITH-DORSEY - a division of The Wander Company -« Lincoln, Nebraska 
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Why diet is preferable to drugs 
...1n the control of serum 


The objective of therapy is the approxi- 
mation of the physiological norm. 


This is most satisfactory when it can be accom- 
plished by dietary manipulation. The control of 
elevated serum cholesterol through relatively sim- 
ple changes in the dietary pattern of the patient 
puts nature’s own processes to work most effec- 
tively to achieve the objectives of treatment. 


The dietary approach does more than correct the 
serum cholesterol problem. Because overweight, 
together with improper eating patterns, is so often 
involved, the prescription of corrective diet helps 
the patient to help himself by establishing sound 
nutritional practices. 


For the prophylaxis and prevention of hypercho- 
lestemia, the dietary approach affords the advan- 
tages of simplicity and economy. Diet therapy is 
for the long-term management of a chronic con- 
dition, while drug therapy is most efficient for 
acute situations. 


The development of atherosclerosis is a slow proc- 
ess. It is believed that the onset of this condition 
is in early adulthood, but its clinical symptoms 
take as many as 20 years to manifest themselves. 
Simple changes in diet serve to keep the blood 
cholesterol concentration at an acceptable level. 


Dietary therapy has other significant advantages 
over medication as follows: 


1. Dietary adjustment involves little or no ex- 
pense to the patient, whereas drugs are costly. 


2. Dietary therapy may be made with complete 
safety—even for pregnant females. 


3. Dietary therapy produces no side effects, 
whereas there is not as yet sufficient clinical 
evidence as to the long-term effects of drugs. 


4. Dietary therapy brings about reduction in 
serum cholesterol through normal body proc- 
esses, as yet not fully understood. On the other 
hand, some drugs can leave in the body accu- 
mulations of cholesterol precursors. 


5. Dietary procedures do not usually generate new 
compounds in the blood which interfere with 
the chemical determination of blood serum 
cholesterol. 


6. Dietary therapy offers a solution to the related 
problems of obesity which drugs do not. 


Elevated serum cholesterol has long been linked 
to an imbalance in the ratio of the type of fat in 
the diet. Reductions in cholesterol levels have been 
achieved repeatedly, both in medical research and 
practice, through control of total calories and 
through replacement of an appreciable percent- 
age of saturated fat by poly-unsaturated vege- 
table oil. An important measure in achieving re- 
placement is the consistent use of poly-unsaturated 
pure vegetable oil in food preparation in place of 
saturated fat. 
* * * 

Poly-unsaturated Wesson is unsurpassed by 
any readily available brand, where a vegetable 
(salad) oil is medically recommended for a 
cholesterol depressant regimen. 


ROCK CORNISH GAME HENS—Free Wesson recipes for delicious main dishes, desserts and salad dressings are avail- 
able for your patients. Request quantity needed from The Wesson People, Dept. N, 210 Baronne St., New Orleans 12, La. 
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More acceptable to patients. Wesson is preferred for its supreme delicacy Wesson’s important Constituents 


f Linoleic acid glycerides(poly-unsaturated). . . . . 
Uniformity you can depend on. Wesson has a poly-unsaturated content Oleic acid glycerides (mono-unsaturated) . . . . 


better than 50%. Only the lightest cottonseed oils of high iodine number are Total unsaturated 
selected for Wesson, and no significant variations are permitted in the 22 _—-Palmitic, stearic and myristic glycerides(saturated) . 


exacting specifications required before bottling. beta sitosterol) . . . . 


Economy. Wesson is consistently priced lower than the next largest seller. Never hydrogenated —completely salt free 


cholesterol 


of flavor, increasing the palatability of food without adding flavor of its own. Wesson is 100% cottonseed oil . . . winterized and of selected quality 


90-55% 
- 16-20% 
10-15% 
25-30% 
0.3-0.5% 
- 0,09-0.12% 
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a ) A | | | | The Neurological Hospital 


2625 West Paseo Blvd. 


logical : Kansas City 8, Missouri 
prescription for 
overweight patients | A voluntary, nonprofit facility for the treat- 
ment of acute psychiatric disorders, alcohol- 


ism, drug addiction; and the long term care 
of the geriatric patient. 


meprobamate 400 mg., with d-amphetamine sulfate 5 mg., Tablets : 


meprobamate plus d-amphetamine... Sick Room Equipment 
depresses appetite...elevates mood... — Health Machines 
eases tensions of dieting... without over- * RENTALS — SALES * 
stimulation, insomnia or barbiturate 

Invalid Walkers Exercycle 
stl ace | Wheel Chairs Massage Belts 
Dosage: One tablet one-half to one hour before each meal. ‘ Hospital Beds Exercise Bike 

Geert) PETRO’S SURGICAL APPLIANCES 


618-20 Quincy Topeka, Kans. Ph. CE-40207 


ooo MALNUTRITION OF 
LES CRAMPS DURING PREGHANGCY? 


OUTMODED AS GODEY’S FASHIONS! 


NEW 


PRENALIN-O 


PRENATAL SUPPLEMENT 


1. Oyster Shell Calcium - Phosphorus Free! 

2. New Form of Iron! 

3. Dry Filled Capsule - Sure, Quick Absorption! 
4. Economical Once-A-Day Dosage! 

5. Wider Range Nutritional Support! 

6. Relieves Troublesome Leg Cramps! 


i 


Ferrous Fumarate (iron) 150 mg. Vitamin B-12 (Cobalamin conc. NF) _____ 2 meg. 
Deep sea oyster shell (Calcium) 600 mg. Folic Acid 0.25 mg. 
Vitamin C 50 mg. Niacinamide 10 mg. 
Vitamin A 4000 USP Units Vitamin K (Menadione) _....._._____ 0.25 mg. 
Vitamin 400 USP Units Rutin 
Vitamin B-1 2 mg. Sodium 
Vitamin 8-2 2 mg. Fluorine ( Fluoride) 0.25 mg. 
Vitamin 0.8 mg. lodine (Potassium lodide) mg. 


SAMPLES ON REQUEST 
34, MICHIGAN 
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in common 
Gram-positive 
infections 
due to 
susceptible 
organisms 


YOU CAN 
COUNT ON 


® 


(triacetyloleandomycin) 


even 

in many 
resistant 
Staph* 
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1,928 published cases in the two years since 
TAO was released for general use show: 


94.3% effectiveness in respiratory infections (617 cases 
including tonsillitis, staphylococcal and streptococcal pharyngi- 
tis, bronchitis, infectious asthma, broncho-pneumonia, lobar 
pneumonia, bronchiectasis, lung abscess, otitis.) 

You can count on TAO. 


92% effectiveness in skin and soft tissue infections 999 
cases including pyoderma, impetigo, acne, infected skin disor- 
ders, wounds, incisions and burns, furunculosis, abscess, celluli- 
tis, chronic ulcer, adenitis.) You can count on TAO. 


87.1% effectiveness in genitourinary infections 4g 
cases including urethritis, cystitis, pyelitis, pyelonephritis, orchi- 
tis, pelvic inflammation, acute gonococcal urethritis, lympho- 
granuloma venereum.) You can count on TAO. 


715.8% effectiveness in diverse infections (62 cases includ- 
ing fever of undetermined origin, peritoneal abscess, osteitis, 
periarthritis, septic arthritis, staphylococcal enterocolitis, gas- 
troenteritis, carriers of staphylococci.) You can count on TAO. 


95.6% of 1,928 cases free of side effects _ in the remain- 
ing 4.4%, reactions were chiefly mild gastrointestinal disturb- 
ances which seldom necessitated discontinuance of therapy. 


* In 884 of 1,928'cases the causative organisms were mostly 
staphylococci. The majority of clinical isolates were found to be 
resistant to at least one of the commonly used antibiotics and 
many patients had failed to respond to previous therapy with one 
or more antibiotics. TAO proved 93.4% effective in these 884 
cases. 


Complete bibliography available on request. 


DOSAGE: varies according to severity of infection. Usual adult 
dose—250 to 500 mg. q.i.d. Usual pediatric dose: 3-5 mg./ib. 
body weight every 6 hours. 


NOTE: In some children, when TAO was administered at considerably 
higher than therapeutic levels for extended periods, transient-jaundice 
and other indications of liver dysfunction have been noted. A rapid and 
complete return to normal occurred when TAO was withdrawn. 

SUPPLY: TAO CAPSULES—250 mg. and 125 mg.,bottles of 60. 
TAO ORAL SUSPENSION—125 mg. per 5 cc. when reconstituted, 
palatable cherry flavor, 60 cc. bottles. TAO PEDIATRIC DROPS— 
100 mg. per cc. when reconstituted, flavorful; special calibrated 
dropper, 10 cc. bottles. INTRAMUSCULAR or INTRAVENOUS — 
10 cc. vials, as oleandomycin phosphate. 

OTHER TAO FORMULATIONS ALSO AVAILABLE: TAO®-AC (Tao, analgesic, 


antihistaminic compound) capsules, bottles of 36. TAOMID® (Tao with 
Triple Sulfas)—tablets, bottles of 60. Oral Suspension—60 cc. bottles. 


For nutritional support VITER RA? Vitamins and Minerals 
Formulated from Pfizer’s line of fine pharmaceutical products, 


New York 17, N. Y. 
. Division, Chas. Pfizer & Co., inc. 
Science for the World’s Well-Being™ 
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50 ADVERTISEMENTS 


November 28, 29,30, | 
December | 7 


D.C. 


itive Cross-Section 


White House 


Ovr nation’s historic capital city will 
be the setting for the American Medical 
Association’s 14th Clinical Meeting 
November 28 through December 1. 

The program—planned to interest 
and inform every physician—features 

‘the latest medical developments pre- 
sented in panel discussions, sympo- 
siums, round table sessions, lectures, 
closed circuit telecasts and motion pic- 
tures. Many scientific and industrial 
exhibits will be on display. 


Smithsonian Institution 


ICAN MEDICAL ASSOCIATION 
535 North Dearborn Street, Chicago 10, Illinois 


| 
Washington 
i t and Inform 3 
| pk : 
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To the relief of musculoskeletal pain, 


MEDAPRIN’ 


| adds restoration of function 


Analgesics offer temporary relief of musculo- 
skeletal pain, but they merely mask pain rather 
than getting at its cause. New Medaprin, in 
addition to bringing about prompt subjective 
improvement, promotes the restoration of normal 
function by suppressing the inflammation that 
causes the pain. 


Medaprin, Upjohn’s new analgesic-steroid com- 
bination, contains aspirin plus Medrol,** the 
corticosteroid with the best therapeutic ratio in 
the steroid field.t Instead of suffering recurrent 
discomfort because of the “wearing off” of 
analgesics, the patient on Medaprin experiences 
a smooth, extended relief and more normal 
mobility. 


Indications: Medaprin is indicated in mild-to- 
moderate rheumatic and musculoskeletal condi- 


tions, including rheumatoid arthritis, deltoid 
bursitis, low back pain, neuralgia, synovitis, 
fibromyositis, osteoarthritis, low back sprain, 
traumatic wrist, sciatica, and “tennis elbow.” 
Dosage: The recommended dosage is 1 tablet 
q.i.d. The usual cautions and contraindications 
of corticotherapy should be observed. 
Supplied: In bottles of 100 and 500. 
Formula: Each Medaprin tablet contains 
e@ 300 mg. acetylsalicylic acid, for prompt 
relief of pain 
e 1 mg. Medrol, to suppress the causative 
inflammation 
© 200 mg. calcium carbonate, as buffer 


TRADEMARK =TRADEMARK, REG. U.S. PAT. METHYLPREDNISOLONE, UPJOHE, 


TRATIO OF DESIRED EFFECTS TO UNDESIRED EFFECTS } 
The Upiohn Company, Kalamazoo, Michigan Upi 
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anorectic-ataractic 


BAMADEX 


; meprobamate 400 mg., with d-amohetamine sulfate 5 mg., Tablets a‘ 


FOR THERAPY 
- OF OVERWEIGHT PATIENTS 


= d-amphetamine depresses appetite and 


elevates mood 


_= meprobamate eases tensions of dieting 
(yet without overstimulation, insomnia or 
barbiturate hangover). 


_ Dosage: One tablet one-half to one hour before each meal. 


A LOGICAL COMBINATION 
IN 
APPETITE CONTROL 


THE LATTIMORE- FINK 
LABORATORIES 


Topeka — El Dorado 
Kansas 


. A, Fink, M.D., Pathologist-Director 
. G. Hermann, M.D., Pathologist 
. L. Lattimore, M.D., Pathologist 

. C. Ebendorf, M.T., Serologist 

. C. Keith, B.S., Chemist 

. A. Hull, A.B., Bacteriologist 

. B. Norris, A.B., Chemist 


Anatomical and Clinical 
Pathology 
A.M.A. Approved School of 
Medical Technology 


Containers Furnished Upon Request 


Reliable 


PROFESSIONAL LIABILITY 
INDIVIDUAL INSURANCE 


with propiccent defense 
that cuts the cost 


ORT 


COMPANY ¢ 


Professional Protection Exclusively since 1899 


KANSAS CITY OFFICE: Robert E. McCurdy, Rep. 


8917 W. 94th Street, Overland Park, Kansas 


Tel. LOgan 1-1498 
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The physician listens to a tense, nervous patient The patient takes one Meprospan-400 capsule at 
discuss her emotional problems. To help her, he breakfast. She has been suffering from recurring 
prescribes Meprospan® (400 mg.), the only con- states of anxiety which have no organic etiology. 
tinuous-release form of meprobamate. 


She stays calm while on Meprospan, even under She takes another capsule of Meprospan-400 with 
the pressure of busy, crowded supermarket shop- her evening meal. She has enjoyed sustained 
ping. And she is not likely to experience any tranquilization all day —and has had no between- 
autonomic side reactions, sleepiness or other dose letdowns. Now she can enjoy sustained 
discomfort. tranquilization all through the night. 


Relaxed, alert, attentive ...she is able to listen Peacefully asleep . . . she rests, undisturbed by 
carefully to P.T.A. proposals. For Meprospan! nervousness or tension. (Samples and literature 
does not affect either her mental or her physical on Meprospan available from Wallace Labora- 


efficiency. tories, Cranbury, N. J.) 
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Medical Appliances 


Our medical appliance department does 
expert fitting of: 


Elastic hosiery Dorso-lumbar supports 
Breast prostheses Lumbo-sacral belts 
Cervical braces Maternity brassieres 
Taylor back braces Matérnity belts 

Rib belts Trusses 


Pelvic traction belts 


Fittings by prescription only 


Munns Medical Supply Company 
Topeka, Kansas 


Tenth and Horne Streets Telephone CE 5-5383 


| A LOGICAL ADJUNCT TO THE 
_WEIGHT-REDUCING REGIMEN 


-meprobamate plus d-amphetamine... 
reduces appetite...elevates mood...eases 
tensions of dieting... without overstimula- 
tion, insomnia or barbiturate hangover. | 


- Dosage: One tablet one-half to one hour before each meal. } 
anorectic-ataractic ® i 


BAMADEX 


meprobamate 400 me., with d-amphetamine sulfate 5 mg., Tablets 


Gus) 
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increases bile 
DECHOTYL stimulates 
the flow of bile — 
a natural bowel 
regulator 


improves motility 
DECHOTYL gently stimulates 
intestinal peristalsis 


© softens feces 
==" DECHOTYL expedites fluid 
penetration into bowel contents 


e emulsifies fats 
~ DECHOTYL facilitates 
lipolysis — prevents 

inhibition of bowel motility 
by unsplit fats 


helps free your patient from both... 
constipation and laxatives 


TRABLETS* 


well tolerated...gentle transition to normal bowel function 


Recommended to help convert the patient —naturally and gradually —to healthy 
bowel habits. Regimens of one week or more are suggested to assure mainte- 
nance of normal rhythm and to avoid the repetition of either laxative abuse or 
constipation. 

Average adult dose: Two TRABLETS at bedtime as needed or as directed by a physician. 


Action usually is gradual, and some patients may need 1 or 2 TRABLETS 3 or 4 times daily. AM ES 
COMPANY, INC 


Contraindications: Biliary tract obstruction; acute hepatitis. Elkhart + Indiana 


Toronto * Canada 


DECHOTYL TRABLETS provide 200 mg. DECHOLIN,® (dehydrocholic acid, Ames), 50 mg. 
desoxycholic acid, and 50 mg. dioctyl sodium sulfosuccinate, in each trapezoid-shaped, 
yellow TRABLET. Bottles of 100. 


*AMES T.M. for trapezoid-shaped tablet. 84160 
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for your depressed dieters... 


D EXA Ni Y L Spansule® capsules 


brand of dextro amphetamine and amobarbital Tablets p El ixi re 


In overweight, ‘Dexamyl’ helps your patients 
stick to their diets by 


1. overcoming the depression which so 
often causes overeating 


2. relieving the nervousness and irritability so 
frequently caused by strict reducing regimens 


When listlessness and lethargy are problems in reducing, your patients 
will often benefit from the gentle stimulating effect of 


DEXEDRINE® Spansule® capsules + Tablets + Elixir 


brand of dextro amphetamine 


Each 'Dexamyl’ Spansule tained rel capsule (No. 2) contains ‘Dexedrine’ (brand of SMITH 
dextro amphetamine sulfate), 15 mg., and amobarbital, 1% gr. Each ‘Dexamyl’ Spansule cap- 

sule (No. 1) contains ‘Dexedrine’, 10 mg., and amobarbital, 1 gr. KLINE& 
Each ‘Dexedrine’ Spansule sustained release capsule contains dextro amphetamine sulfate, FRENCH 


5 mg., 10 mg., or 15 mg. 
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